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9Although foster care has long existed it is only since the previous century that 
foster care took definite shape in the shade of the residential care (r)evolution 
(Baartman & Zandberg, 1997). Foster care representatives began to focus more and 
more on the specific needs of children.
Foster care began changing rapidly in the late sixties, becoming more and more 
problem-centred care. The founding of five foster care agencies in 1968 contributed 
positively to the image building of foster care. Compulsory childcare (supervision 
orders or withdrawal of parental rights) decreased and voluntary foster care placements 
increased. More contributions to the foster care evolution have been that foster care 
oriented forms of family homes have been integrated into residential homes and also 
the development of therapeutic foster care, specifically meant for children and 
adolescents with serious emotional disturbances or children with conduct disorders 
(Murphy & Callaghan, 1989; Kutash & Rivera, 1995).
At the end of the seventies foster care was considered a more natural form of out 
of home placement than residential care. In the government note “Pleegzorg in 
perspectief: Een interdepartementale beleidsnota over de pleegzorg in het kader van 
de jeugdhulpverlening” [Foster care in perspective: An interdepartemental government 
note on foster care in connection with child care]( Ministerie van Justitie, 1983), care 
by foster parents was recognized as a legitimate form of care for the first time. In the 
Wet op de Jeugdhulpverlening [Child Care Act]1 of 1989 (Deerenberg, 1990) the 
official status of foster care as a legal form of care was confirmed and laid down.
Since then foster care has developed into a professional form of care in The 
Netherlands and has undergone several alterations. Nonetheless, improvements with 
regard to policy and the recruitment and selection of foster parents are still necessary, 
as is the case for matching processes, foster care services, and, not in the last place, 
diagnostic processes, i.e. the indications for foster care. Scholte (1997), for instance, 
stated that such improvements could contribute to the reduction of foster care 
placement breakdowns.
Recent placement facts showed that 25 to 50 % of foster placements ended 
prematurely (Reeuwijk and Berben, 1988; Robbroeckx and Bastiaensen, 1992; Van der 
Ploeg, 1993; Scholte, 1997). Probably, these failure rates could be attributed to the 
poor quality of the indication formulations for foster care. Among others, Bates, 
English & Kouidou-Giles (1997), Lindsey (1992), Pelton, (1989), and Scholte (1997) 
stressed the lack of empirically grounded criteria for foster care placement decisions. 
Therefore the Nationale Innovatie Commissie Pleegzorg [National Innovation
Introduction
1 Dutch institutions, documents and acts are referred to by their original name. When cited first time, the 
English translation is given. In support of the reader Table 1 gives an overview of these institutions, 
documents and acts.
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Committee for Foster Care] emphasizes and supports research on the quality of the 
indications for foster care.
The Instituut voor Orthopedagogiek [Institute of Family and Child Care Studies] 
of the University of Nijmegen began doing research on the evaluation of the 
indications for foster care in 1995. This research project was subsidized for a period of 
two years by the Ministerie voor Volksgezondheid, Welzijn en Sport [Ministry of 
Health, Welfare and Cultural Affairs] advised by the Nationale Innovatie Commissie 
Pleegzorg. The aim of the first year, 1995, was to gain greater insight into the 
assessment processes leading to indications for foster care. The aim of the second year, 
1996, was firstly, to examine the amount of information produced regarding the 
indications for foster care, and, secondly, to explore the relationship between the 
formulated indications for treatment, the matching processes (the match between foster 
child and foster family), and the results of the matches (placement or not of the child 
within the foster family).
The present research project “Evaluation o f the indications for foster carë’ is a 
continuation of the project described above. The project’s purpose is to study the 
quality of the indication formulations for foster care and, in addition, to suggest further 
steps that could contribute to the construction of a referral procedure for foster care in 
The Netherlands. The results of the project are reported in this thesis. To enhance the 
readability the reports are thematically ordered.
The first chapter “Foster care in The Netherlands: Facts and Developments” has 
been written to locate our work in its societal context. The chapter gives an overview 
of the legislative and policy initiatives that have led to the emergence of the 
professional field of foster care in the Netherlands as it is today.
The central part of the thesis consists of three chapters that focus on factors that 
are related to foster care referrals. Chapter 2 “What counts when children are referred 
to foster care: A review study” is a state-of-the-art review of what kind of factors are 
found or thought of as being influential in foster care decision making.
The two empirical studies show which referral factors can actually be traced in the 
files of Dutch foster care agencies. The third chapter "Diagnostic factors related to 
foster care referrals" reports the outcome of the first two years of research on factors 
playing a role in foster care decision-making processes. It was investigated which 
diagnostic factors are mentioned in indications for foster care and whether these 
factors account for various indication outcomes. This chapter has been submitted for 
publication by Robbroeckx, De Meyer and De Bruyn.
The fourth chapter "Which diagnostic factors play a role in foster care referrals 
and the outcomes of foster care placements: An analysis of Dutch referral case files" 
reports the outcomes of the last phase of the project. It was investigated whether 
diagnostic factors were related to foster care referrals and whether a relationship could 
be found between type of foster care referral and placement status on the one hand, and 
between success of placement and types of foster care on the other.
11
Both the literature and outcome of the empirical studies underscore the need for a 
referral procedure for foster care. This automatically triggers the question how -  taking 
into account the societal background as described in the first chapter -  such a 
screening procures would look like. The fifth chapter "A referral procedure for foster 
care in The Netherlands” proposes a referral procedure for foster care and gives 
suggestions for further research on the construction and validation of a screening 
instrument for foster care.
12
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1. Foster care in The Netherlands: Facts and Developments
Introduction
In The Netherlands, foster care has changed tremendously since the introduction 
of the Wet op de Jeugdhulpverlening in 1989. From that moment on, foster care 
became not only an officially approved service in the care system, but also evolved 
into a fully professional and generally accepted way of helping.
The aims of the present chapter are first, to report the current situation of foster 
care in The Netherlands in order to enhance essential knowledge by comparing the 
Dutch social care system with other national systems. Second, ongoing research on 
different aspects of the content of foster care should include an analysis of both 
legislative and policy initiatives to understand the social context of foster care in the 
youth care system (Robbroeckx, De Meyer, & De Bruyn, submitted). Third, new 
initiatives have been taken recently to prepare a new Wet op de Jeugdzorg [Youth Care 
Act] within a period of four years, in which foster care will take an even more central 
position in the youth care system (Günther, 1999).
Therefore, a brief introductory description will be given of recent facts and 
developments. Furthermore, the most important aspects of both the current Wet op de 
Jeugdhulpverlening and the future Wet op de Jeugdzorg will be presented. Finally, the 
structure of foster care as well as of the existing types of foster care will be 
highlighted.
Some facts about foster care
A striking fact is the difficulty to find adequate or exact statistics concerning child 
placements in foster families in The Netherlands (Robbroeckx & Bastiaensen, 1992; 
Strijker & Zandberg, 1999). No standard procedures currently exist to register entries 
or outcomes, or register the re-entries or replacements of children in foster care. 
Registration systems vary from some full-computerised spreadsheet programs to many 
counted files by hand. There is no official requirement to register on a systematic or 
standardised basis. It all depends on the priorities of foster care agencies how they 
register. Attempts to elaborate a generally accepted scheme for registration or a 
national survey have failed this far. New attempts still go on. As a consequence, it is 
difficult to carry out empirical research, because of shortcomings in population data 
and its consequences for samples. Because of this situation, the facts presented only 
estimate reality even while based upon a recent fact sheet, made by the Bureau 
Landelijke Voorlichting Pleegzorg [National Foster Care Information Service] (2001).
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About 18,000 children can be placed in out-of-home care-facilities. Half of them 
will be referred to residential homes. The foster care capacity in The Netherlands 
comprises approximately 6,000 foster families who can board some 8,000 children. 
This is insufficient in order to place all children in foster families that fit with the 
children's special needs. Because of this some 3,000 children cannot be placed yearly.
It is estimated that another 6,000 families must be recruited in order to place each child 
according to his or her demands. In 2000 the total number of children placed in foster 
families counted well over 12,000. Four out of ten foster children stay for more than a 
year in a foster family; the other six out of ten children stay shorter than one year in a 
foster family, with an average stay of four months. Children who cannot be placed in a 
foster family have to stay at home, regardless of the severity of the problems or 
situation. Another alternative is to refer the child to a residential home, which is 
inappropriate according to the assessment results, or -  even worse -  to move the child 
from one temporary crisis relief foster family to another.
On average, about 60 % of the children are placed in a foster family because of 
compulsory childcare and protection measures. The other 40 % are placed voluntarily. 
Gender and age differences exist too: 65 % of all the voluntarily placed children are 
girls, and in contrast, around 53 % of the judicially placed children are boys. About 
two third of the children in voluntary placements are older than twelve years of age.
By contrast, it is especially younger children, who profit most from foster care (Van 
der Ploeg, 1993). Twenty five per cent of all foster care children in The Netherlands 
are estimated to be of foreign descent, non-Dutch cultural or ethnic origin, mostly 
consisting of Caribbean families immigrated from the former Dutch colonies, or 
immigrated Moroccan or Turkish families. These national percentages differ 
dramatically from the local situation in the biggest cities (i.e. Amsterdam, The Hague, 
and Rotterdam), where approximately 50 % of all the foster care children are of 
foreign origin. In comparison, Smit, Knorth, and Klomp (1997) referred to some 21 % 
of the children of foreign descent who lived in residential institutions at the end of 
1992.
Although the percentages are presented here as more or less stable, some changes 
are worth mentioning. First of all, until the late 1970s the majority of children referred 
to foster care resulted from the compulsory child care and protection measures (Van 
der Ploeg, 1993). Due to changes in policy as well as new initiatives preparing the later 
Wet op de Jeugdhulpverlening_(1989), voluntary placements became more and more 
popular. And since then, a fifty-fifty ratio has been more or less normal, although it 
seems that 40 % of all foster children are placed on a voluntary basis and 60 % on the 
basis of a court decision now. One out of three children under protection measures is 
placed in foster care. The most recent increase of children under protection placed 
temporarily in foster families is due to the arrival of underage refugees seeking 
asylum. About 3,000 of these children enter the country yearly. Most of them have to 
be placed in foster families after a short period of registration and screening. Overall,
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due to the increasing importance of foster care and moreover the shift of foster 
children, there is an urgent need for more foster families.
Second, the importance of kinship care and social network placements (within the 
family or with neighbours, friends, schoolmates, church members, etc.) has increased. 
It is estimated now that approximately 35 % of all foster children are placed in this 
type of foster care. Not only the lack of sufficient foster families, but also the belief 
that placing a child in kinship care, increases the chances for replacement to home, or 
at least guarantee continuity in family bonds and feelings of loyalty. Though, recently 
Strijker, Zandberg, and van der Meulen (2001) found no differences with respect to 
functioning, foster experiences and family profiles between kinship and non-relative 
foster care. Thus, the benefits of kinship placements to non-relative foster care are not 
as obvious as supposed earlier.
Third, as we will present later, foster care agencies became more specialised 
towards their tasks, thanks to new procedures and professional methods. As a 
consequence, children and foster families benefit from better support and biological 
families know that the least intrusive form of out-of-home care always will be 
preferred. So, referrals to foster care increase and so does the number of foster children 
actually placed.
Fourth, another development is the increase of weekend-foster care and day foster 
care. It is a kind of support to families in order to reduce the burden of parenting which 
also prevents a longer period of stay in, or more intrusive way of, out-of-home 
placement.
Fifth, a new attitude regarding the need to place a child in either foster care or 
residential care has changed the policy and influences placement-procedures 
positively. The current overall policy is to stimulate intensive family support before 
considering an out-of-home placement. As a consequence programs like Video Home 
Training (Janssen & Wels, 1998), Families First (De Kemp, Veerman, & Ten Brink, 
1996), the Gezinsproject [Family Project] (Van Acker, 1988), and The Portage 
Intervention Program (Shearer & Loftin, 1984; Sipma & Van der Meulen, 1994) on the 
one hand empower the family system. If, in the end, foster care is indicated, prior to 
any other form of out-of-home care, it is used more effectively and efficiently. On the 
other hand such family treatment programs in combination with foster care, day care, 
or residential care make care more tailor-made for the client. It all makes foster care 
inevitable in the Dutch youth care system.
As the above information already suggests, many new developments in the youth 
care system and in the legislative system as well will influence foster care substantially 
in the near future. In the next sections we will discuss these developments and give an 
overview of the existing types of foster care in The Netherlands.
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A review of recent legislative and policy developments
Table 1 presents an overview of the different acts and policy reports, as discussed in 
this chapter.
Table 1
An overview ofthe reported Acts and Policy Reports
Year of 
publication
Document Author
1901
1984
1984
1989
1990
1991
1992 
1994
Kinderbeginselenwet [Child 
Principles Act
Eindrapport Interdepartementale 
Werkgroep Residentiële 
Voorzieningen voor Jeugdigen 
Tussen droom en daad: Eindrapport 
van de Interdepartementale 
Werkgroep voor de Ambulante 
Preventieve Voorzieningen [Between 
dream and action: Final report of the 
Interdepartmental Working Group on 
Ambulant Preventive Care]
Wet op de Jeugdhulpverlening [Child 
Care Act]
First call for children 
Voorzien in pleegzorg. Eindadvies 
[Providing Foster Care. Final report] 
Convenant decentralisatie 
Jeugdhulpverlening [Covenant on the 
decentralisation of Childcare]
Regie in de Jeugdzorg: Standpunt van 
de Ministers van Welzijn, 
Volksgezondheid en Cultuur en 
Justitie [Direction in youth care: Point 
of view of the Minister of Welfare, 
Health and Cultural Affairs and the 
Minister of Justice]
Visser
IWAPV
Deerenberg
UNICEF
Werkgroep Pleegzorg
Ministerie van WVC
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Table 1 (continued)
Year of 
publication
Document Author
1994 Pleegzorg op haar plaats [Foster Care 
in its place]
1994 Plaats maken: Op weg naar goede 
jeugdzorg [Providing space: Set out 
for good youth care]
Task Force D, E & F
1997 Notitie speerpunten verbetering 
pleegzorg [Note on improving Foster 
Care]
1998 Is er voorzien in pleegzorg? Een Inspectie
onderzoek naar de reorganisatie van 
de pleegzorg 1992-1996 [Are foster 
care needs being met? A study of the 
reorganisation of foster care 1992­
1996]
Jeugdhulpverlening
1999 Inventarisatie visies Voorzieningen Loeffen, Hermanns &
voor Pleegzorg [Inventory views on 
Foster Care Agencies] (Project 
Trillium)
Horn
1999 Van antwoord naar vraag. Een nieuw 
zicht op jeugdzorg [From answer to 
question. A new view on youth care]
Günther
Legislative developments
Initially, the reports of two interdepartmental task forces set the goals for changes 
in the legislation: the Interdepartementale Werkgroep Residentiële Voorzieningen voor 
jeugdigen [Interdepartmental working group on Residential Youth Care] (Visser,
1984) and the Interdepartementale Werkgroep voor de Ambulante Preventieve 
Voorzieningen [Interdepartmental working group on Ambulant Preventive Care] 
(Tussen droom en daad: Eindrapport van de Interdepartementale Werkgroep voor de 
Ambulante Preventieve Voorzieningen, 1984). As a consequence of these two reports 
the 1901 Kinderbeginselenwet [Child Principles Act] specifying the custody and care 
regulations for children was replaced by the Wet op de Jeugdhulpverlening in 1989 
(Deerenberg, 1990). Since 1990, the year in which the Wet op de Jeugdhulpverlening 
was implemented, youth care has fallen under the auspices of the Ministerie voor 
Volksgezondheid, Welzijn en Sport [Ministry of Health, Welfare and Sports] (formerly 
the Ministerie van Welzijn Volksgezondheid en Cultuur) and the Ministerie van
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Justitie [Ministry of Justice]. Within this act the basic assumption is postulated that 
the provision of care should occur as quickly as possible, as close to home as possible, 
the duration of care should be as short as possible, and as less intrusive as possible 
(Article 23). The provision of care should be aimed at restoration of the ties with the 
parents in every case. This aim is encountered in the policies on the provision of 
childcare in other European countries and in the same period in the Convention on the 
Rights of the Child (1989) as well (see UNICEF, 1990; Colton & Hellinckx, 1994).
The act aims at a better distribution of agencies, a clearer distinction between 
voluntary and compulsory childcare, and a single system of financing.
From that moment on the provision of childcare was divided into four types: 
ambulant care, day care, family foster care, and residential care. Foster care became a 
recognised form of voluntary care as well as of court custody in part, and it is noted 
also that out-of-home placement can be temporary or permanent. This intrusive 
alternative for ambulant care can be the result of quite different situations: the original 
family falling apart, unwillingness or inability to maintain the child at home, or an 
incapacity to nurture and/or to cope with problems. Among different types of foster 
care, therapeutic foster care was mentioned as the most intrusive form of treatment 
within a family at the time. And finally, regular foster care is considered simply as an 
unsuitable alternative for residential treatment in cases of extremely complicated 
behaviours or relations of the child, opposition of the parents, or an overly large risk of 
premature termination (Smit, Knorth, & Klomp, 1997).
According to the Wet op de Jeugdhulpverlening, the provision of child care 
concerns activities aimed at the prevention, relief, or termination of physical, mental, 
social and/or pedagogical problems which can unfavourably influence development 
into adulthood (Article 1, paragraph 3c). Foster care is defined within the act as ‘care 
consisting of admittance to a foster family and the provision of guidance in this 
connection for the foster children, foster parents, natural parents, or step-parents.’ A 
foster family is described as ‘a family with people other than the parents or step­
parents of the juvenile in question caring for and raising the juvenile in question’. 
Foster care agencies are those regional organisations that offer placement of a child in 
a foster family and support for the foster children and foster parents with respect to the 
raising and care of the foster children. The Wet op de Jeugdhulpverlening makes a 
distinction between primary, secondary and tertiary care. Foster care, along with 
assessment centres and crisis centres, falls under the secondary provision of care which 
concerns disturbances or problems of a more severe character, is organised at a 
regional level, and is generally not directly accessible (Tilanus, 1997).
Foster care and its organisation have been given a clear position within the Wet op 
de Jeugdhulpverlening. One can only speak of a foster care situation when the 
placement agencies (Article 25, p. 126) have determined that foster care is the 
appropriate form of care and specified the indications for such care. In doing this, the 
most appropriate care for a juvenile has been selected. The act does not, thus, pertain
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to foster situations in which the parents are abroad for one or the other reason and the 
children are being raised at home (Deerenberg, 1990, p. 408). With regard to the child 
and family factors which should play a role in the decision to remove children from the 
home and place them into care, virtually nothing is stated in the act.
Within the Wet op de Jeugdhulpverlening, the operation of independently 
functioning foster care agencies are still assumed and described as agencies 
responsible for the placement of juveniles in foster families, including the recruitment 
and selection of foster families. Every agency is obligated to formulate an annual 
working plan and a treatment plan for each client containing a problem assessment 
report, treatment goals, specific treatment plans, and an evaluation schedule, as well as 
a description of the planned goals with respect to the parents (Smit et al., 1997). Other 
components addressed within the act are the measures to be taken by the compulsory 
child care, specifications with regard to the placement agencies, the right of complaint, 
the right of access to documents, the financing of the foster care, and the demands with 
regard to the foster care agencies.
In the latest legislative initiative “ Van Antwoord naar Vraag. Een nieuw zicht op 
jeugdzorg " [From answer to question. A new view on youth care] (Günther, 1999), the 
importance of foster care has been stressed even more than in the 1989 act. Foster care 
promotes the continuity of the child’s life far more than residential care when an out- 
of-home placement is indicated. This basic principle, which is presupposed in this 
report, is deduced from the UN-Convention on the Rights of the Child (UNICEF, 
1990). And as a consequence, foster care is considered foremost as the best alternative 
with respect to the preservation of family life. By introducing care arrangements, a 
multi-caring service program can be implemented. Each care program should no 
longer be supply-oriented, but demand-oriented instead. The wishes of every client or 
the family should lead the caring system while providing individual programs. It looks 
like these new ideas will change the landscape of youth care considerably, although 
many amendments and suggestions will still change the original proposal.
Policy implementation in The Netherlands
Initially, considerable criticism on the Wet op de jeugdhulpverlening came out of 
the 'foster-care world' itself (Van Lieshout, 1997). The financing of voluntary foster 
care was considered too low, the division of care and rights within the framework of 
guardianship and family guardianship was argued to be impossible, parents were 
excluded from everything, and foster parents were not construed as equal partners in 
the discussion. It also seemed that 30 % of the voluntary capacity available for foster 
care remained unused. As a consequence, the government and the private initiative 
decided to establish the Werkgroep pleegzorg [Foster care working group] in order to 
solve these problems. At the end of 1991, the report “ Voorzien in Pleegzorg: 
Eindadvies " [Providing Foster Care: Final report] (Werkgroep Pleegzorg, 1991) 
appeared with a number of starting assumptions. The intention was to reorganise all
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the existing agencies into approximately 25 regional agencies with a capacity of a 
minimum of 400 placement provisions and preferably in combination with Multi­
Functionele Organisaties (MFO’s)[multifunctional working institutions]. By doing so, 
a more coherent referral system with a procedure originating from one central 
admission point was to be realised for the client. The placement agencies should, 
within this view, take responsibility for the continuation of care in the life of the child 
and thus for relations at the parental level as well. This distinction between placement 
and guidance considerably changed the position of the foster parents who became 
partners in the foster care. The rights of the parents and children to information and 
privacy also received particular attention. Furthermore, it was recommended that the 
composition of a social care plan in the form of a foster care contract be made 
obligatory for every placement.
In 1993 and 1994, many of the relevant agencies fused to form the ‘foster care 
agency new style’ as advised in the report “ Voorzien in pleegzorg. Eindadvies " 
(Werkgroep pleegzorg, 1991). The functions of the former foster care agencies were 
integrated into these renewed agencies in almost every community in The Netherlands.
In the government perspective presented in the report “Regie in de Jeugdzorg: 
Standpunt van de Ministers van Welzijn, Volksgezondheid en Cultuur en 
Justitie "[Direction in youth care: Point of view of the Minister of Welfare, Health and 
Cultural Affairs and the Minister of Justice] (1994), family foster care still provided a 
place in provincial policy as one of the components of ‘integrated youth care’. The 
latter consists of the ambulant care and treatment, day care, residential care, and family 
foster care itself. The development of MFO’s was essential in this; they enabled the 
many forms of care to be delivered by a single organisation, making it possible to 
deliver care with the minimum amount of intervention. But altogether, care remained 
still more provider-related than ‘consumer’-related.
In the 1994 report “Pleegzorg op haar plaats " [Foster care in its place] (Baartman 
& Zandberg, 1997), the emphasis was on the need to integrate foster care with the 
other youth care provisions and to incorporate the insights from past years while doing 
this. According to this report, foster care could contribute to the development of an 
integrated youth policy and youth care within the framework of prevention. There was 
clearly a need for care that would take the particular problems and circumstances of 
juveniles into consideration. In order to examine this possibility, the former Minister 
van Welzijn, Volksgezondheid en Cultuur and the Minister van Justitie established an 
independent Task Force Doelmatigheid, Effectiviteit en Financiering van de 
Jeugdhulpverlening [Task Force on the Efficiency, Effectiveness and Financing of 
Child Care]. This task force realised that there was still considerable fragmentation of 
youth care and recommended greater integration of childcare, protection of children 
and mental health care.
The 1994 final report of the task force, entitled “Plaats maken: Op weg naar 
goede jeugdzorg"  [Providing space: Set out for good youth care] (Task Force
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Doelmatigheid, Effectiviteit en Financiering, 1994), thus contains a plea for a so called 
Bureau Jeugdzorg [Regional Child Care Services] to also take responsibility for out- 
of-home placement. Such services should also be charged with the evaluation of 
whether out-of-home placement was necessary or not and for the registration of the 
juveniles in an MFO (Task Force Doelmatigheid, Effectiviteit en Financiering, 1994). 
From this perspective, foster care is an important alternative of care to choose from.
In addition to the Task Force Doelmatigheid, Effectiviteit en Financiering, other 
committees such as the Nationale Raad voor Volksgezondheid [National Council for 
Public Health], the Raad voor het Jongerenbeleid [Council for Youth Policy] and the 
Interprovinciaal overleg [Interprovincial platform] detected similar problems (Tilanus, 
1997). Tilanus observed that comparable objectives for future policy were formulated 
in the reports from these different committees, namely: greater co-operation between 
the sectors Jeugdhulpverlening [Youth Care], Kinderbescherming [Protection of 
Children] and Geestelijke Gezondheidszorg [Mental Health Care]; sufficiently 
accessible regional consultation units for juveniles; the improvement of diagnosis and 
the indications for treatment; strengthening of ambulant care; development of youth 
care programs characterised by greater continuity, a multifunctional approach and 
guidance by case managers, and sufficient financial support for all these objectives.
In 1998, the Inspectie voor jeugdhulpverlening [Inspectorate for Child Care and 
Protection of Children] issued the report “Is er voorzien in pleegzorg? Een onderzoek 
naar de reorganisatie van de pleegzorg 1992-1996 " [Are foster care needs being met? 
A study of the reorganisation of foster care 1992-1996]. Based on the final 
recommendations of the Werkgroep Pleegzorg (Werkgroep Pleegzorg, 1991), the 
manner in which the reorganisation of the foster care system had been given form in 
the preceding years was addressed. In earlier national reports from the Inspectie 
regarding the provision and supply of child care (1993-1995), it was apparent that 
numerous changes in the foster care agencies new style had occurred. The Inspectie 
formulated its findings in terms of the national (macro), provincial (meso) and regional 
(micro) levels of responsibility as distinguished in the 1991 “ Voorzien in pleegzorg" 
report. At the macro and meso-levels, decisions were made with regard to the law and 
regulations, financing, decentralisation of the foster care agencies and treatment foster 
care, the fit with the various MFOs, scale expansion, and the realisation of a foster care 
support centre. At the micro-level, the private initiative was responsible for the 
establishment of the foster care agencies new style. The conclusion of the Inspectie 
was that the process that was supposed to have lead to improved quality of foster care 
had not ended. The original agreements set down in the government report and the 
“Convenant Decentralisatie Jeugdhulpverlening" [Covenant on the decentralisation of 
Child Care] (Ministerie van Welzijn, Volksgezondheid en Cultuur, 1992) had not been 
consistently completed and implemented at the national, provincial or regional levels. 
According to the Inspectie, this was shown in deviations from the norms and intended 
results during the realisation of the restructuring and the exceeding of the established
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time frames. The situation in 1998 was partly caused by the absence of adequate 
steering and supervision of both the process and the result.
In the report “Notitie Speerpunten verbetering pleegzorg" [Note on improving 
foster care] (1997) sent to the Dutch Tweede Kamer [Lower House of Parliament] at 
the end of 1997, new guidelines within the framework of a functional model for foster 
care were sketched out. In this report, the content, quality management, and norms 
were described and brought into connection with “Regie in de jeugdzorg: Standpunt 
van de Ministers van Welzijn, Volksgezondheid en Cultuur en Justitie" (1994). The 
functional model for foster care contained the following points of emphasis: a 
pedagogical view on foster care; a description of the primary process (from 
recruitment to support) as an entirety of functions; differentiation of functions for 
different target groups; agreement and clarity with regard to the training and education 
of personnel and attention to standards of quality concerning organisation and 
management.
In 1999, Loeffen, Hermanns, and Horn (1999a) presented the report entitled 
“Inventarisatie visies Voorzieningen voor Pleegzorg" [Inventory views on Foster Care 
Agencies] from the project Trillium commissioned by the Nationale Stuurgroep 
Pleegzorg [National Steering Group on Foster Care]. Trillium was a three-year project 
with the aim of innovating and improving the quality of foster care. Within the 
framework of this project, different subprojects were conducted between 1998 and 
2001. Most of the foster care agencies explained their perspective on foster care in a 
document. The most frequently mentioned topics in these documents pertained to the 
placement and the stay within the foster family and such issues as attachment, loyalty, 
and continuity. Topics pertaining to the indications for foster care were not mentioned. 
The views were also almost all established in a top-down manner. The management 
and the foster care caseworkers were directly involved in the development of the view 
on foster care in most cases. Behaviour experts and the foster parents were less 
involved, while the foster children and their biological parents were relatively 
uninvolved.
The staff members at the foster care agencies were asked to formulate a number of 
points of attention for the development of a national view on foster care within their 
documents. The points of attention were, among other things: the position of the 
different foster-care parties within the organisation; the financing of the foster care; the 
co-operation between the foster care agencies, the Bureau Jeugdzorg, residential 
institutions and the media; attention to the specific target groups such as parents with a 
psychiatric disorder or mild mental handicap; the provision of support in the form of 
family reunification, adoption support, prevention of sexual abuse, and the supply of 
social network foster care, and; interculturalisation because of the multi-cultural 
society that has existed since refugees and emigrants entered The Netherlands.
As a consequence of the views formulated on foster care, the foster care agencies 
implement their own individual innovation projects. Questions of parent-child
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attachment, guardianship and the matching of foster-care remittance and guidance will 
most likely give direction to the innovations in the future. Projects concerned with the 
indication for treatment, placement or follow-up are scarce. For the majority of the 
foster care agencies, the issue of whether they should actively involve themselves with 
innovations in the area of the indication for treatment is a point of discussion. 
Determination of the indication for treatment is, after all, one of the tasks of the Bureau 
Jeugdzorg. In the aforementioned report, it was concluded that for the professionalism 
of foster care, the foster care agencies should implement innovations for the entire 
placement trajectory, implying that innovations should also be made regarding the 
indications for foster care as well.
Types of foster care
Procedures
In the Dutch youth care system, different agencies each have different, clearly 
defined tasks. With respect to a referral to foster care, two different kinds of agencies 
are involved: placement agencies and foster care agencies. The former gives an 
indication for treatment (i.e. foster care) and the latter receives the indication and starts 
the planning, support, and evaluation of a foster care placement (Emans &
Robbroeckx, 1997).
Due to a Dutch governmental decision, the co-operation and concordance between 
youth protection, youth mental care, and youth care has improved (Smit et al., 1997) 
but admission to youth care ought to be more accessible for clients. Assessments and 
referrals ought to be more centralised, and guidance through the complex field of 
different treatment agencies and programs ought to be more efficient (Van Yperen & 
Van Geffen, 1997). The large number of placement agencies has been reduced to one 
Bureau Jeugdzorg, for each region of the country. How clients and Bureau Jeugdzorg 
go through the phases of decision-making and referral, is shown in Figure 1.
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Figure 1. The phases of decision-making according to the Dutch referral system
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A client (mostly the family) or the Raad voor de Kinderbescherming [Child 
Protection Agency] consults the Bureau Jeugdzorg (left-hand section of the figure), 
sometimes after being referred by the school or the family doctor. A complaint 
analysis is made, which leads to a problem analysis and to a diagnosis. This process 
results in an indication for treatment which has to be evaluated and confirmed by the 
regional Diagnostic Audit Panel (central section of the figure). This Panel controls the 
legitimacy of the indication, the steps of decision-making, and the attempts to help the 
client with family-based programs to avoid out-of-home placement. When the 
Diagnostic Audit Panel affirms the ultimate placement advice and a foster care referral 
is accepted, the foster care agency (right-hand section of the figure) starts selecting a 
foster family from the file-register in which all available foster families are listed.
They match the characteristics of the foster family with those of the foster child in 
cooperation with the Bureau Jeugdzorg and by arranging for the child and the foster 
family to meet. After a mutual agreement, a contract is made and undersigned by the 
foster family, the foster care agency, and the Bureau Jeugdzorg as the ultimate 
responsible authority for the care program. During the placement period, the foster 
care agency supports the foster family and the child; the Bureau Jeugdzorg supports 
the biological family and co-ordinate the care activities. To decide whether a 
placement should be completed or not, the Bureau Jeugdzorg makes an evaluation 
report and re-indication statement every six months.
Although objective criteria should lead to a decision to foster care or any other 
indication for treatment, most of the time clinical experience, availability of room, and 
contra-indications determine whether or not children are placed and to some extent in 
which type of foster care a child is placed. Due to a lack of systematic knowledge on 
referring children to foster care, some children enter foster care by default, i.e. enter 
foster care although foster care was not the first placement option. This explains to 
some extent why nearly 30 to 50 % of the placements fail (Emans & Robbroeckx, 
1997).
Typology of foster care
Reviewing the Dutch literature on foster care it is always striking how many types 
of foster care, listed or not, are mentioned without any structuring by criteria. 
Robbroeckx and Bastiaensen (2001) found a total of 21 types of foster families. In 
order to clarify the number of types of foster care, a classification is made, based upon 
the following criteria:
1. The intensity ofthe planned foster care: The intensity of the planned care or the 
variety of additional support, help, or treatment is the criterion for placement. 
Intensity can be regular or specialised. Both in the Wet op de jeugdhulpverlening of 
1989 and in practice two types are distinguished: ‘basic foster care’ and ‘intensive 
foster care’. Examples of the former are weekend foster care, crisis intervention, or 
placement with foster families for observation and assessment; examples of the
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latter are therapeutic foster care (for children with more severe behaviour problems 
or families with severe parenting or personal problems) and family homes.
In the recent report of the Trillium-Project (Loeffen, Hermanns, & Horn, 1999a) 
foster care can be considered a ‘module in a care-program’ (intensive ambulatory 
help along with partial or short-term placements) or a (long term) ‘child-rearing 
arrangement’ (the need for building a new future in another primary family-system 
prevails).
2. The aim ofthe placement: the leading principle focuses on the expected and best 
perspectives in the child’s life in order to respect, rebuild, or renew the bonds and 
loyalties of the child. The ultimate goal is a child-rearing period in harmony with 
important adults.
Two types can be distinguished:
- Permanency-seeking foster care: foster families provide circumstances which 
enable the child (and his/her family) to work on the existing perspectives, such 
as returning home or living in a family home. It is always a short-stay period 
(for young children with a maximum of six months, unless a new indication is 
defined). Examples of this kind of care are: crisis-intervention (with a 
maximum of six weeks), foster care for underage refugees seeking asylum 
(waiting for final acceptance), day foster care (one or more parts of the day 
during the week before and after school attendance, for children having serious 
family conflicts), foster families for observation and assessment (short stay 
with specific goals, preparing further care in other out-of-home care programs), 
and regular (nonrelative) foster care.
- Permanency-offering foster care: foster families provide circumstances which 
enable the child (and his/her family) to find new perspectives in a foster family, 
like youngsters just before staying on their own or children from very unstable 
families, without family contacts or families under custody. It nearly always 
concerns permanent foster care (aimed to give the juvenile perspective on 
independence after reaching the age of 18 or in some few cases leading to 
adoption). Examples of this kind of foster care are: foster care for handicapped 
children (with physical, mental or HIV-related problems), family homes 
(affiliated with residential homes where the family receives support from a 
multi-disciplinary team), weekend and holiday foster care (for children from 
residential homes without family-contacts and for children of parents with a 
high parental stress).
3. The relation between the child and the foster family The kind of relationship 
between the child and the future foster family is the leading principle. A distinction 
can be made between ‘file-registered foster care ’ (the family is selected from the 
data-base of the agency and no prior relationship exists between the child and the 
accepting family), versus kinship and social network care (a familial or network 
relationship already exists before the placement).
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According to the existing policy in practice, placements in kin and social networks 
of the child and his or her family are given priority to the ‘file-registered foster 
care’.
4. The type o f decision for ou.t-of-home placement: The way the decision for 
placement is made is the leading principle for this criterion. Whether it is 
‘voluntary’ (based upon own decisions of the family or with full agreement of the 
parents) or it concerns ‘placements under judicial custody or court decision ’ 
(especially when custody or a protection measure is indicated).
The above shows that every criterion leads to a specific typology of foster care. It 
can also be stated that every placement must be defined by each and every criterion 
and can be characterised by each and every typology as well. Every placement in a 
foster family is realised after weighting each criterion. And every placement is 
characterised as permanency-seeking or permanency-offering as well as voluntary or 
under judicial custody; file registered or kinship and social network care; and basic or 
intensive.
This all leads to a kind of mixture of characteristics which explains the wide range 
of foster care forms. For example weekend foster care or day care is ‘basic’; 
‘permanency-seeking’ (short-term) can be ‘voluntary’ and is realised in a ‘file 
registered family’. Therapeutic foster care is always ‘intensive’, can be ‘permanency- 
offering’, ‘under judicial custody’ and ‘within a social network’.
All the types of foster care together insure that this provision of help for families 
with a variety of problems, can provide a tailor made answer to a wide range of needs. 
Incorporated within a childcare system in which family empowerment is the leading 
principle, foster care is in line with the family or home intervention programs and 
forms an alternative to be preferred above residential home care.
Discussion
Even after a rather long period of low interest from professionals and ‘consumers’ 
(Drakeford et al., 1997), the recent developments makes foster care one of the most 
important care systems now and for the future. Day foster care and weekend foster care 
are examples of a flexible system, in accordance with changes in views on the 
importance of the natural family. It must be stipulated that foster care in The 
Netherlands is seldom indicated for pre-adoption because in general only children from 
developing countries are adopted, due to the effects of a good family planning system 
and effective programs preventing teenage and unwanted pregnancies. Nor is foster 
care exclusively for maltreated children. Children with multiple or severe behaviour 
problems or conduct disorders are mostly referred to residential treatment centres.
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There are still goals to reach. As mentioned in the introduction of this chapter, the 
lack of systematic registration complicates the overview of what foster care really is.
As a consequence, the research interest was of low profile until the early nineties when 
Robbroeckx and Bastiaensen (1992) reviewed the past decades. They concluded that 
insufficient insights in the process of foster care or in the contextual aspects of 
parenting within a foster family influenced the fundamental development of foster care 
as a systematic form of support or treatment. A longitudinal study on the development 
of bonds, loyalties, and parenting stress among the members of foster families has 
been started. What we still miss are the basics concerning (a) which children benefit 
the most or the least from foster care (b) what is the best referral decision-structure for 
children in distress and (c) what makes foster care so special that it is recognised as a 
fully accepted way of helping along with ambulant care, day care or residential care.
Ongoing research on these topics has high priority and started some years ago. 
Professionals are interested in foster care again. Academic research as well as applied 
research and the interest of policymakers to encourage the development of standards of 
quality, protocols and procedures, stimulated others to discuss the needed view on 
foster care (Loeffen, Hermanns, & Horn, 1999a). People start thinking about how 
biological parents can profit from the experiences of foster parents with their child. 
Mutual exchanges of practice, support by modelling, and after-placement support 
become the new topics in the next decade.
For an adequate and professional elaborated implementation of foster care in the 
future, it is be recommended that first, better and more systematic documentation of 
case records is needed so that important information can be related, for example, to 
success or failure of foster family placements. If so, systematic documentation can 
contribute to further research about which children and or families with what kind of 
problems will benefit the most from a foster family placement. Second, the 
formulation of the indications for out-of-home care in general and foster care 
specifically must be improved. It is especially now that foster care is going to play a 
major role in the Dutch referral system that research-based policy and practice must be 
encouraged. From this point of view, research on the referral system can contribute to 
the systematic use of foster care, according to existing needs for professional help and 
support. Third, research into indications for the different types of foster care or 
research into factors related to different types of foster care is needed. When these kind 
of studies can be related to the outcomes of foster care placements, an important step 
toward fully controlled use of foster care can be made. It will make foster care even 
more accepted and give it an identity from which everyone can profit, not at least of 
which are those who make efforts to recruit new foster families in order to reduce the 
deficit of candidate families.
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2. What counts when children are referred to foster care.
Introduction
According to Robbroeckx and Bastiaensen (1992) research on foster care in The 
Netherlands has been largely concentrated in two domains: Firstly, on the experiences 
of the care providers, foster parents, foster children, and biological parents with respect 
to child rearing and development within a foster family, and Secondly, on matching 
factors or the attunement of the characteristics and needs of foster children with those 
of foster parents. Despite the research that has been conducted and the knowledge that 
has been gained, 25 to 50 % of the foster care placements still end prematurely 
(Reeuwijk & Berben, 1988; Robbroeckx & Bastiaensen, 1992; Van der Ploeg, 1993).
The low success rate of placements was the reason for the Nationale Innovatie 
Commissie Pleegzorg to give high priority to the improvement of the indications for 
foster care. The foundation of this committee in 1994 was one of the consequences of 
the Wet op de jeugdhulpverlening in 1989, where for the first time foster care was 
recognised as a full form of care (Deerenberg, 1990). The general purpose and main 
goal of this new act towards foster care was to establish a more professional child care 
system.
Legislation and policy implementation provide the framework for foster care in 
The Netherlands. One component of this framework consists of those factors which are 
related to the decision for out-of-home care in general and foster care in particular. 
Although these factors seem to be essential for out of home care decisions (including 
foster care) they have not been sufficiently illuminated in the legislation and policy 
implementation so far.
Recently, Loeffen, Hermanns and Horn (1999b) were commissioned by the 
Nationale Stuurgroep Pleegzorg to review the literature on visions of foster care. With 
the exception of factors reported by Scholte (1998) and by Cantos, Gries, and Slis 
(1996), Loeffen et al. (1999b) do not discuss any factors related to the indications for 
treatment. As far as we know, DePanfilis and Scannapieco (1994) are the only authors 
thus far to present an extensive overview of those factors that provide a rationale for 
out-of-home placement. DePanfilis and Scannapieco (1994) nevertheless limited 
themselves to decision-making models with the aim of adequately determining the 
safety of threatened children. They then grouped the factors mentioned in the decision­
making models into child-related, parent-related, family/environment-related, 
maltreatment-related and intervention-related factors. Robbroeckx et al. (submitted) 
specifically examined those factors that provide a basis for placement in a foster family 
and, in light of their classification of the relevant file information, came to a division of 
child-related factors and parent-related factors. Inspired by the classification 
established by DePanfilis and Scannapieco (1994) and building on the research of
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Robbroeckx et al. (submitted), we decided to distinguish child-related factors, parent- 
related factors and family-related factors.
The aim of the present chapter is to gain greater insight into the manner in which 
indications for foster care placement are formulated and just how the indications for 
foster care should be formulated in order to support the goals of professionalisation 
and higher success rates in foster care. In order to get a clear picture of which factors 
play a role in the decision to place a child in custody (including foster care), we 
examined the various factors mentioned in the literature. First, the views of experts 
expressed in the literature with regard to foster care will be discussed. Then, the 
findings of empirical studies on placement factors in general will be presented, 
followed by a discussion of those factors related to placement in foster care in 
particular. Finally, we will also examine the factors which seem to play a role in the 
referral system of two clinical authorities concerned with foster care in The 
Netherlands. We did this in order to obtain the most complete picture possible of the 
factors related to placement in a foster family and because clinical authorities are very 
closely involved in placement decisions. Finally, we will discuss these findings and 
their implications for foster care in The Netherlands.
Views on foster care placement
In Table 2, a chronological overview of the factors mentioned by experts as related 
to foster care placement is presented.
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Table 2
Experts’ views with respect to foster care
Authors Child-related factors Parent-related factors Family-related factors
Knorth et al., 1984 A disturbed 
interaction between 
child and environment
Baekelmans & Physical and/or Severe illness of Loss of parents due to
Baekelmans-De mental handicaps parents hospitalisation,
Backer, 1987 No severe behavioural Material or affective institutionalisation,
disorders neglect death or detention
Affective Parents can no longer A disturbed relation
involvement of a handle handicapped between child and
juvenile during stay in 
foster family
child parent
Beukers & Bennema- Emotional Disturbance in
Sybrandy, 1987 development of young 
children
Behaviour problems
parental relationship 
Pedagogical and 
affective disturbances 
of parent-child 
relationship 
Incomplete families 
Lower social milieu
Kadushin & Martin, Child neglect Marital conflict
1988 (in DePanfilis & 
Scannapieco, 1994)
Woolf, 1990 Young children 
No history of 
behavioural or 
emotional problems
Child abuse 
Abandonment 
Physical or mental 
illness
Substance abuse
Imprisonment
Slaght, 1993 Mental health 
Substance abuse
Single parenthood 
Teen parenthood 
Environmental stress 
(Financial, housing 
problems)
Table 2 (continued)
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Child-related factors Parent-related factors Family-related factorsAuthors 
Knorth, 1995
Scannapieco &
Hegar, 1996
Rosenfeld et al., 1997
Zandberg, 1997
Behavioural and 
emotional problems 
Age of juveniles
No history of severe 
physical or sexual 
abuse
No multiple disrupted 
attachments to 
primary attachment 
figures
No multiple removals 
from primary 
caregiver
Poor physical and/or 
mental condition of 
the mother in 
particular 
Abandonment 
Child abuse
Child neglect 
Substance abuse 
AIDS epidemic 
No extreme neglect
Parents who continue 
to neglect or abuse 
children despite 
intensive help
Lack of a supportive 
child-rearing situation 
Severe family 
conflicts
Problematic family 
relations
Insufficient support 
for child from family 
Detrimental child­
rearing milieu
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Knorth, Van den Bergh, and Van der Ploeg (1984) noted that virtually nothing is known 
about the motivation for placement in foster care. They nevertheless suggested that the 
motivation for placement should not be sought in the ‘juvenile’ or the ‘environment’ alone 
but in a disturbed interaction between child and environment.
Baekelmans and Baekelmans-De Backer (1987) mentioned the following factors as 
possible reasons for placement in a foster family: temporary or definitive loss of parents due 
to severe illness and hospitalisation, institutionalisation, death or imprisonment; material or 
affective neglect (the child is left to his or her own devices); physical and/or mental 
handicaps of the child which the parents can no longer handle, and; a disturbed relationship 
between the child and the parents due to an unfortunate combination of circumstances.
Beukers and Bennema-Sybrandy (1987) concluded that the chances of unfavourable 
emotional development as a result of placement in a residential institution are high among 
young children and that foster care for young children therefore constitutes the best 
alternative. They also suggested that the children’s problems can often be traced back to 
family problems: disturbances in parental relations along with parenting and/or affective 
disturbances in the parent-child relation. Behavioural problems are by far most common, 
however, and then particularly among children coming from incomplete families which also 
tend to belong to the lower socio-economic segment of the population.
Kadushin and Martin (1988, in DePanfilis & Scannapieco, 1994) reviewed studies 
of the reasons for child placement and found parent-related problems to be the 
precipitating factors for most foster care placements. The problems included child 
neglect or abuse, abandonment, physical or mental illness, marital conflict, substance 
abuse or imprisonment.
In another study, W oolf (1990) argued that foster care might be a suitable alternative 
for children with no history of behavioural or emotional problems.
In a literature review of the risk factors associated with placement of abused or 
neglected children in foster care, Slaght (1993) found five categories of factors to be 
strongly and consistently associated with foster care entry: environmental stress, single 
parenthood, teen parenthood, mental health of the caregiver and substance abuse. Slaght 
(1993) argued that in the absence of documentation of the relative seriousness of these 
factors, agencies have no quantifiable means of assigning cases priority for decision-making 
or intervention purposes.
Knorth (1995) suggested that the absence of a supportive child-rearing situation is 
usually the main reason for out-of-home placement (for other factors asserted to increase 
the probability of out-of-home placement, see Table 2). Knorth (1995) further concluded 
that out-of-home placement seems appropriate when the strengths of the parents in their 
own opinion and or the opinions of professional social care workers ‘no longer stand up’ to 
the stress of rearing children and adolescents with severe emotional and behavioural 
problems.
Scannapieco and Hegar (1996) have developed an assessment framework 
specifically for kinship care and argued that kinship homes should not be excluded
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when the reason for child placement is related to parental absence or neglect. A review 
of the literature indeed showed the most common reasons for children to be placed in 
kinship care to be child neglect and substance abuse of the parents which frequently 
included prenatal exposure of the child to drugs. Another important parent-related 
factor accounting for the increase in kinship care was AIDS.
Rosenfeld et al. (1997) have stated that poor adaptation to foster care is likely to be 
associated with a history of severe physical or sexual abuse, extreme neglect, multiple 
disrupted attachments to primary attachment figures or multiple removals from the primary 
caregiver. Rosenfeld et al. (1997) therefore recommended thorough assessment of the 
child’s history as a tool to identify those children likely to adjust poorly to foster care.
In his view of foster care, Zandberg (1997) suggested that an important indicator for 
out-of-home placement is the degree of malleability or compliance of the individual 
members of the family. If parents cannot handle their problems or continue to either neglect 
or abuse their children, despite intensive help, then out-of-home placement is called for.
Finally, Baekelmans and Baekelmans-De Backer (1987) considered the following 
factors to be contra-indications for foster care: the severity of some behavioural disorders of 
the child (violence, suicidal behaviour, theft, etc.) and the impossibility of providing 
specialised care that is nevertheless needed. The authors pointed out that adolescents in 
particular can be rather opposed to a stay in a foster family especially when a certain degree 
of affective involvement is required of the juvenile. This point of view is in line with 
Weterings (1984) who stated that the choice of residential care might be more appropriate 
for a foster child incapable of at least minimally adapting to a stay in a foster family.
In sum, we can conclude on the basis of the views expressed in the literature that 
parent-related factors referring to child neglect are the most frequently mentioned (5:
10, 5 out of 10 studies) with regard to foster care. Other frequently mentioned factors 
are the parent-related factors mental or physical illness (4:10), child abuse (3:10) and 
substance abuse (3:10); the child-related factors behavioural problems (4:10) and age 
(3:10); and the family-related factor disturbed parent-child relationship (3:10).
Empirical studies of factors related to placement
Next we will consider the empirical studies of those factors related to out-of-home 
care in general and placement in a foster family specifically. The empirical studies will 
be considered in chronological order.
Empirical studies of factors related to out-of-home care in general
In Table 3, an overview of the findings of studies on factors related to out-of-home 
care in general is presented. As can be seen, child-related, parent-related and family- 
related factors have been distinguished.
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Table 3
Overview o f empirical studies related to ou.t-of-home care in general
Authors 
Haagen et al., 
1983
Dalgleish & 
Drew, 1989
Child-related factors Parent-related factors Family-related factors
Behavioural problems 
Emotional problems 
Developmental 
disturbances
Meddin, 1984 Age of child
Problems of an 
emotional nature 
Child abuse 
Abandonment/child 
given up for adoption 
Risk of child neglect 
Risk of physical or 
sexual abuse of child 
Functioning of primary 
caregiver
Co-operation of the 
primary caregiver 
Severity of abuse 
Aspects of parenting
Problems of a 
relational nature 
between parents or 
parent and child
Severity of current 
incident
Aspects of marital 
relationship 
Family’s lack of co­
operation
De Bruyn et al., 
1989
Backe-Hansen,
1995
Festinger, 1996
Severity of caregiver 
problems
Alcohol or substance 
abuse
Abuse and hostility 
towards the child 
Neglect
Parenting problems 
Refusal of services or 
non-compliance
Behavioural Insufficient care Relational conflict
characteristics of child Incapable of child- 
Previous experience rearing 
with help
Functioning at school, 
with age-mates or in 
leisure time is not good
Substance abuse 
Psychiatric illness
Parental skills Less social support
Table 3 (continued)
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Authors Child-related factors Parent-related factors Family-related factors
Glisson, 1996 Young children 
Gender (females) 
Number of times in 
custody
Behavioural problems
Child neglect 
Child abuse
Thieman & Dail, Prior out-of-home History of psychiatric
1997 placements 
Children under court 
jurisdiction
care
Zuravin & Recurrence of Domestic violence
DePanfilis, 1997 maltreatment 
Substance abuse 
Mental health 
difficulties 
Developmental 
limitations
More than one type of 
maltreatment
Mothers younger than 
18.5 years
Aid to families with 
dependent children
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Haagen, Van Hecke, and Van Ooyen-Houben (1983) studied the out-of-home 
placement of young children. With the aid of a semi-structured questionnaire, the file 
information on 166 children 10 years of age or younger was assembled. In order to 
gain adequate insight into the out-of-home placement policy of social service 
organisations, an interview was held with social workers who were aware of the 
organisation’s placement policy. With regard to the reason for out-of-home placement, 
personal problems of the children appeared to be the reason in almost 50 % of the 
cases and problems in the home situation were pointed out in almost all cases of out- 
of-home placement. With regard to actual placement of a child, the situation of the 
parents and not the child was always mentioned as the most important reason; the 
children involved were for the most part children who had been abandoned or given up 
for adoption. See Table 3 for the other out-of-home placement factors found in case 
files by Haagen et al. (1983).
The purpose of a study by Meddin (1984) was to identify the criteria underlying 
placement decisions. Questionnaires were administered to 81 child protective service 
workers and supervisors. The social workers were first asked an open-ended question 
concerning which criteria they generally use to make placement decisions. They were 
next asked which placement criteria they would use in six simulated case situations 
containing two instances of physical abuse, two instances of sexual abuse, and two 
instances of neglect. Frequency distributions were then computed to identify the 
criteria most commonly used to make the placement decisions. The most frequently 
mentioned factors were risk to the child, severity of the current incident, functioning of 
the primary caregiver, co-operation of the primary caregiver, and age of the child. 
Cross-tabular analysis, moreover, showed the severity of the current incident to be 
very closely related to the probability of out-of-home placement. According to Meddin 
(1984), the severity of the current situation may be a clear indicator of the potential 
risk of harm to the child.
Dalgleish and Drew (1989) investigated the indicators used in court decisions to 
separate abused children from their families. A total of 152 closed cases with a 
multidisciplinary team of protective service workers involved in the cases were 
selected for examination. Two experienced child protection workers used a three-point 
scale to code each case on seven indicators. Regression analyses showed the indicators 
most associated with separation outcome to be severity of the abuse, aspects of 
parenting, aspects of the marital relationship, and lack of co-operation of the family.
De Bruyn, Van der Linden, and Jansen (1989) examined the reasons for referrals 
and placements mentioned by 26 protective service workers, respectively. The workers 
were presented with a number of case descriptions representing various reasons for 
placement in care. The case descriptions were constructed on the basis of actual file 
information. Reasons for out-of-home placement of a child or adolescent were 
classified by the participating social workers as: problematic family factors such as 
insufficient care, parental incompetence for child rearing and/or relational conflict,
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behavioural characteristics of the child (social, emotional, cognitive, personality and 
behavioural factors), previous experiences with care or alternatives to care and, poor 
functioning of the child at school among age-mates or during leisure time.
Backe-Hansen (1995) investigated the decision-making processes leading to a 
referral to out-of-home care for a sample of 46 children between 0 and 7 years of age.
The social workers responsible for the decisions were interviewed after the decisions 
had been made. According to the social workers, the main reasons for suggesting out- 
of-home placement were characteristics of the parents: substance abuse and psychiatric 
illness. Further, frequency analyses revealed the child factors to be fairly invisible 
within this process, which is in line with Knorth (1995) who also noted the absence of 
considering the psychosocial state of the child in decision-making processes.
Festinger (1996) examined whether a child’s re-entry into care within one or two years 
of discharge was associated with particular child, parent, or situational factors. At 
discharge, the caseworkers assigned to one or more of the 210 cases examined were asked 
to complete a questionnaire with regard to various child, family and social worker 
characteristics. Multivariate analyses showed the strongest predictors of re-entry into care to 
be poor parental skills, less social support during the first year and severity of caregiver 
problems during the second year. According to the intake notes at re-entry, moreover, the 
main reasons for re-entry within one year of discharge were alcohol or substance abuse of 
the parent, abuse and/or hostility towards the child, parenting problems, child neglect, and 
parental refusal of services or non-compliance.
Glisson (1996) examined the importance of the child’s mental health in judicial and 
social service decisions for children entered into care. A sample of 600 children between 5 
and 18 years was randomly selected from some 2,000 children who were entered into care. 
The measures of the child's mental health were based on parent and teacher reports and on 
judicial decisions. Parents completed the Child Behaviour Checklist (CBCL), and teachers 
completed the Teacher’s Report Form. Canonical discriminant analyses showed the mental 
health status of the child being entered into care to be of little or no importance in the 
decision to refer the child for mental health services. In addition, the bivariate correlation 
coefficients showed that both younger children (average age of 12 years) and girls were 
more likely to be placed in custody for reasons of child neglect or abuse than older children 
(average age of 16 years) and boys. The younger children and girls also tended to receive 
the least restrictive placement, which includes foster care. Other factors found to be 
associated with the ‘restrictiveness’ of the child's out-of-home placement were the number 
of times in custody and behaviour problems in the opinion of the parents.
Thieman and Dail (1997) examined the predictors of out-of-home placement in a 
family preservation program. A total of 4,035 families were classified on the basis of 
family income level and receipt of public assistance. Demographic data on each of the 
families was collected by the family preservation workers who also completed the 
Family Risk Scales of Magura and Silverman Moses (1986) twice: at the beginning 
and the end of the program. As opposed to Lindsey (1991), who stated that low family
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income is the best predictor of child removal, logistic analysis and t-tests showed 
neither low income nor receipt of public assistance to predict removal of a child from 
the home. The descriptive data showed those families experiencing out-of-home 
placement to have a greater history of psychiatric care, prior out-of-home placements, 
and children under court jurisdiction than those families not experiencing out-of-home 
placement. On the basis of a principal component analysis, Thieman and Dail (1997) 
constructed three weighted factor scores for each family: a child factor, a parent factor 
and an economic risk factor. The x 2 statistics showed out-of-home placement to be 
significantly predicted by parent-centred risk and child-centred risk.
Finally, Zuravin and DePanfilis (1997) recently identified the predictors of 
placement in a sample of 1,035 physically abusive or neglectful families reported to a 
public child protection program. All of the data examined were based on the placement 
decisions of the child welfare workers responsible for the investigations. To estimate 
the likelihood of placement associated with each predictor, odds ratios were calculated.
The results showed that: both families with a recurrence of maltreatment and families 
in which the mother had problems stemming from substance abuse, mental health, 
developmental limitations, or domestic violence were more likely to experience out-of­
home placement than other families; families with more than one type of maltreatment 
were more likely to experience out-of-home placement than families with only 
physical abuse or families with only neglect; and, both families with dependent 
children receiving aid and teenage mothers were more likely to experience out-of­
home placement than other families. Logistic regression analyses showed mothers with 
drug problems or both drug and alcohol problems were more likely to experience out- 
of-home placement than those without such problems, while mothers dealing with only 
alcohol problems were equally likely to face out-of-home placement as those without 
any substance abuse problems whatsoever.
In sum, the empirical studies related to out-of-home care in general show that parent- 
related factors most frequently play a role: maltreatment or abuse ofchild (6:9), mental 
problems ofthe primary caregiver (5:9), child neglect (4:9), parenting problems (4:9) and 
substance abuse (3:9). The most frequently occurring child-related factors were found to be 
behaviour problems (3:9) and prior history o f placement (3:9).
Empirical studies related to foster care
In this section, we will examine those factors which are related specifically to 
foster care placements. In Table 4, an overview of the relevant empirical findings is 
presented. In a manner similar to that for the findings concerned with out-of-home 
placement in general, the present findings can also be distinguished in terms of child- 
related, parent-related, and family-related factors.
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Overview o f empirical studies related to placement in foster care specifically
Table 4
Authors Child-related factors Parent-related factors Family-related factors
Fanshel & Shinn, Behaviour of child 
1978
Knapp et al., 
1987
Reeuwijk & 
Berben, 1988
Lindsey, 1991
Gender (females)
No truancy problems 
No children from local 
housing authority 
Psychosocial problem: 
Recalcitrant behaviour, 
running away, poor 
ability to make contact, 
dependency, 
depression, etc
Young age 
Legal and emergency 
referral of young 
adolescents
Iglehart, 1993 Problem behaviour
Mental or physical 
illness of the child- 
caring person 
Child neglect 
Child abuse 
Abandonment or 
desertion by parent 
Parent unwilling or 
unable to continue 
child care
Parent has own history 
of long-term care
Limited learning 
capacities 
Child abuse 
Emotional problems 
Alcohol/drug abuse 
Emotional neglect
Child neglect
Sexual abuse 
Physical abuse 
Child neglect
Death of the parent 
Family problem
Single parenthood 
Sibling involvement in 
out-of-home care 
Household size 
Relational problems 
between parents 
Divorce
Relational problems 
between parents and 
child
Absence of parent 
Refusal to allow 
juvenile to live at home 
No acceptance by 
partner 
Income level 
Problems related to 
parental conditions 
Single-parent 
household 
Caregiver absence
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Table 4 (continued)
Authors Child-related factors Parent-related factors Family-related factors
Slaght, 1993 Child abuse 
Child neglect 
Mental illness of the 
primary caregiver 
Substance abuse
Cantos et al., Young age related to Long-standing drug
1996 attachment abuse
Scholte, 1997, Young age Serious emotional and Severe parental
1998 Absence of serious behavioural problems conflict
emotional and Poor child-rearing A family climate
behavioural problems practices generating insecure 
attachment 
Parent-child discord
Courtney, 1998 Young age
No presence of one or 
more disabilities 
No previous 
placements or last 
placement in a family 
setting
Child behaviour
Takayama et al., Failed placement Child neglect No caregiver available
1998 Physical abuse
Robbroeckx et Behaviour problems Parental skills Change in situation
al., submitted Developmental Parental instability Housing/material
problems Psychiatric problems problems
Children’s needs Personal history/ abuse Parental relationship
Problematic living at home address
conditions Physical and social
Traumatic experiences problems
Functional retardation
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Fanshel and Shinn (1978) conducted a longitudinal study of children in foster care.
A total of 624 children who had never been placed in care before and had not reached 
the age of 12 at the time of their placement were recruited. The personal and social 
adjustment of the children was then studied across a five-year period. The data 
collection consisted of intelligence test scores and projective tests, behavioural ratings 
and developmental profiles, teacher ratings, parental reports, and the self-reports of 
older children. The coding of the main reasons for placement in foster care was based 
on the parental reports. Frequency analyses showed the main reason for the children to 
be placed in foster care was mental illness of the caregiver, typically the mother, who 
was also frequently institutionalised.
Knapp, Baines, Bryson, and Lewis (1987) examined the pattern of initial out-of-home 
placement (foster care vs. group care) for a sample of 93 children. Social workers were 
asked to complete a questionnaire for each case as soon as possible after the children had 
been admitted to care. Estimated Logit Equation analyses showed that several variables play 
a role in the initial placement of a child in foster care as opposed to group care. The 
variables were: age, gender (many more girls than boys), single-parenthood, the parent’s 
own history of long-term care, sibling involvement in out-of-home care, and household size. 
Furthermore, children with truancy problems and children from the local housing authority 
were less likely to be placed with foster parents than children without such problems.
Knapp et al. (1987) concluded that, in general, foster care is no better or worse than 
residential care; foster care has advantages (and disadvantages) for particular children or 
families and also different referral implications than residential care.
Reeuwijk and Berben (1988) conducted an exploratory study of voluntary placements 
in a foster family. The sample consisted of 207 juveniles of all ages (0 to 21 years). To 
obtain the relevant background information on the juveniles, the social workers guiding the 
placements in a foster family were interviewed. One of the questions posed was which 
considerations lead to foster care placements. Among the most important psychosocial 
problems of the child cited were recalcitrant behaviour and running away from home. For 
20 % of the juveniles, no psychosocial problems were mentioned whatsoever. The reason 
for out-of-home placement was almost always the home situation in those cases, more 
particularly relational problems between the parents and the child.
Lindsey (1991) also explored the factors affecting decisions regarding foster care 
placement. The data were collected as part of the National Study of Social Services to 
Children and Families (SSCF) using a stratified sample that oversampled foster care 
children. This sample included 9,597 children. The aim was to discern which variables best 
differentiate children placed in foster care from those remaining in the home and receiving 
supportive services. Discriminant analyses showed the family income level to be most 
important for prediction of foster care placements. Other important predictors were young 
age, child neglect, parental problems, legal referral (via the court or juvenile justice system), 
emergency referral and, single-parent households. Further, most of the young children 
considered because of abuse or behavioural problems were not placed in foster care.
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In an exploratory study by Iglehart (1993), child-related and organisation-related 
variables were used to predict foster care maladjustment. A group of 152 out-of-home 
placed adolescents 16 years or older was randomly selected from a total group of 1,642. 
Case characteristics were provided by the caseworkers; behavioural assessments were 
supplied by the caregivers. The primary reasons for entering foster care were sexual abuse, 
physical abuse, child neglect, and caregiver absence. In this study, the reason for placement 
was treated as a case characteristic and assumed to relate to the experiences of the child 
prior to placement. Forward stepwise regression analyses were computed to identify those 
variables with a significant value for the explanation of behavioural problems. The findings 
suggested that teenagers were more likely than infants and toddlers to enter foster care 
because of problems related to their own behaviour. Furthermore, Caucasian adolescents 
were more likely to show dysfunctional behaviour (as reported by their caregivers) leading 
to foster care placements than African-American and Hispanic adolescents. In previous 
research, Gurak, Smith, and Goldson (as cited in Iglehart, 1993) also noted that Caucasian 
children in foster care generally had a higher incidence of disabilities and were more likely 
to have received foster care because of child-related problems than African-American and 
Hispanic children. According to the authors African-American and Hispanic children are 
more likely to receive foster care for parent-related reasons than Caucasian children.
Slaght (1993) re-examined risk factors in foster care. The case records of a sample of 
129 children who had entered foster care were reviewed to identify reasons for placement. 
The children were then tracked across a two-year period. The case records were expected to 
produce a finite list of risk factors and thereby enable the social workers to anticipate the 
success or failure of family reunification. The scheme used to collect data from the case 
records also contained 10 predetermined risk factors. Frequency analyses showed the most 
commonly mentioned reasons for placement were child abuse and neglect, mental illness of 
the primary caregiver and substance abuse. Furthermore, x 2 statistics showed neglected 
children stayed longer in care than abused children. When age was controlled for, a 
correlation between legal reason for placement (child abuse or neglect) and substance abuse 
was found. In addition, substance-abusing parents were more likely to be involved when the 
removal was based on child neglect and/or abandonment rather than physical abuse.
In a study by Cantos et al. (1996), an attempt was made to identify the correlates of 
behavioural maladjustment among children in foster care. A group of 49 foster children 
referred for therapy as a result of behaviour problems (identified by a foster parent) was 
compared with a group of foster children never referred for therapy. All of the children 
participated in a structured interview and also completed the Draw A Person and the Wide 
Range Achievement Test. The foster parents all completed the Child Behaviour Checklist 
and the Child Abuse Potential Inventory. The overall pattern of results (univariate and 
multivariate analyses) showed placement in foster care to be more appropriate for younger 
children and especially those placed as a result of long-standing drug abuse of the parent(s). 
Cantos et al. (1996) argued that the disruptions in attachment as a result of foster care may 
be much more difficult to deal with and have more adverse effects for older children as
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opposed to younger children. Given a longer history of attachment to the birth parent, older 
children may not be able to let go of their resentment and anger along with their longing for 
reunification when separation from the primary attachment figure occurs.
Scholte (1992) has put forth a model of the multiple factors which place children at 
risk for psychosocial problems. The model is based on several longitudinal studies of 
children at risk for psychosocial problems. To prove the model, reliability was 
assessed for a Dutch sample of 275 children placed in welfare programs, including 26 
foster family placements (Scholte, 1997, 1998). An additional purpose of the studies 
was to explore the criteria for residential and foster care. In the 1997 study, various 
child and family risk factors were measured using the Child Behaviour Checklist, the 
opinions of medical doctors and rating scales with multiple items. The data for the 
1998 study were collected using a computerised version of a questionnaire designed to 
measure the psychosocial risk factors specified in the model. This psychosocial risk 
factor questionnaire was completed by care providers in charge of the placement of the 
children at risk. The answers to the items were measured along a five-point rating scale 
ranging from not applicable to applicable daily. Results showed that foster family 
placements were typically provided for younger children who had not as yet developed 
emotional and/or behavioural problems and showed no severe disturbances in their 
personality development. These children had no difficulties at school or with peers.
The results of the 1998 study nevertheless showed the family situation of these 
children to be seriously at risk in part because of the parents’ inability to resolve 
ongoing conflicts. According to the psychosocial model, the main risk factors in the 
family situation are: severe parental and/or parent-child discord, family climate 
generating insecure attachment, serious emotional and behavioural problems of one or 
both parents, poor child-rearing practices including non-responsive and/or 
authoritarian parenting, lack of supervision and chaotic rearing and, behaviour 
problems of the child at home.
Courtney (1998) examined the factors associated with the decision to place a child in 
therapeutic foster care or group care as opposed to foster care or kinship care. A total of 348 
children five years or older at the time of placement were recruited. Social care workers 
completed the Level of Care Assessment (LCA) Pilot Test, which is administered by the 
California Department of Social Services during the placement decision process and 
describes various child and family characteristics. Multinomial logistic regression analyses 
showed the following four variables to play a statistically significant role in the estimated 
likelihood of a social care worker selecting group care over foster family or kinship care: 
older children and juveniles, the presence of one or more child disabilities, prior placement 
history (this is, a history of no previous placements or a recent placement in a family setting 
greatly decreased the probability of placement in group care while a recent placement in 
group care or therapeutic foster care increased the probability of placement in such care) 
and, social worker's perceptions of the child’s behaviour.
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One of the objectives of research by Takayama, Wolfe and Coulter (1998) was to 
determine the reasons for placement of children in foster care. The associations 
between the reasons for placement and parental substance abuse were also explored. 
The medical records of 749 children were examined. The reasons for foster care 
placement were identified and reported by the emergency-response child welfare 
worker, who initially investigated the reports of child abuse. Child welfare workers 
were found to use the following reasons for placement (based on a classification 
system): Abandonment (defined as ‘unknown whereabouts of parent or guardian’), 
Child neglect (encompassing: child endangerment, child left with unknown caregiver, 
inadequate housing, inadequate supervision, medical neglect, or child beyond parental 
control), No caregiver available (because of substance abuse, imprisonment, parental 
hospitalisation or relatives no longer being able to provide care), Physical abuse, 
Sexual abuse and Failed placement (defined as repeated absence of the juvenile from 
foster home or foster parental relinquishment of foster care responsibilities).
Child neglect, physical abuse, and no caregiver available were the most frequently 
coded reasons for placement. The x2 statistic showed reason for placement to be 
related to age, with more than half of the pre-school children (0 to 6 years) being 
neglected, abandoned or having no caregiver available and the majority of the 
adolescents (13 to 18 years) having failed placements. Neither physical nor sexual 
abuse was associated with a particular age group. Further, child neglect was found to 
be associated with parental substance abuse and no caregiver available and failed 
placement was found to be associated with parental imprisonment.
Finally, Robbroeckx et al. (submitted) explored the diagnostic factors related to 
foster care referrals. The case records of 107 children referred to foster care were 
examined by two experienced coders who screened the files for the availability of 
statements containing information of complaint, problem-description, or diagnosis.
X2 statistics were calculated to answer the question of whether referral decisions are 
determined by child-, parent- and/or family-related factors. Monte Carlo simulations 
(based on the marginal distributions of the frequency tables) showed parental skills to 
be the most frequently mentioned diagnostic factor related to a foster care referral. For 
other frequently mentioned parent-related factors, see Table 4. According to 
Robbroeckx et al. (submitted), social care workers believed that foster care is 
beneficial for children with a wide-range of problems and diagnoses, including 
behavioural problems, developmental problems, traumatic experiences and 
problematic living conditions.
In sum, empirical research on the factors related to foster care placements shows 
the severity of the child’s behaviour problems (7:12) to be the most frequently 
reported factor. Other factors frequently found are the parent-related factors child 
neglect (6:11), child abuse (5:11) and mental problems (5:12) and the child-related 
factor Age (4:12). Other parent-related factors noticeable are absence ofthe caregiver
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(4:12), substance abuse (3:12) and, parental skills (3:12). The most reported family- 
related factors are parental absence, including death (4:12) and parental relationship 
(3:12).
Factors related to foster care placements according to clinical authorities
In 1996 the collection of data began in two foster care agencies (Emans & Robbroeckx, 
1996). These two agencies were selected by the Nationale Innovatie Commissie Pleegzorg 
(P.H. Nota, personal communication, November 23, 1995) because of their assumed 
representativeness. That is, the two foster care agencies participating in the present study 
were required to have at least the formal characteristics of decision-making with regard to 
the indications for treatment. On the basis of these considerations, the foster care agencies 
in the provinces of Utrecht and Limburg were selected.
In Table 5, an overview of the relevant child, parent, and family-related factors is 
presented and in Table 6, contra-indications for foster care are listed. Criteria 
employed by a Diagnostic Audit Panel were used to compose a list of factors to 
evaluate indications for treatment by the Limburg agency. A Diagnostic Audit Panel is 
a special committee that evaluates the adequacy of the indications for treatment 
formulated by placement agencies. The list of factors for the foster care agency in 
Utrecht was based on the intake criteria they employ. The regional Diagnostic Audit 
Panel of Utrecht does not seem to have a list of criteria as yet (C. van der Horen, 
personal communication, May 27, 1999).
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Factors related to foster care according to Dutch regional social care authorities
Table 5
Authority Child-related factors Parent-related factors Family-related factors
Foster care 
agency
The child has a 
positive attitude 
towards a stay in a 
foster family 
(depending on the 
child’s age)
The parents of children 
younger than 12 must 
have a sufficiently 
positive attitude 
towards the foster 
family to establish 
reasonably positive 
behaviour of the child 
(loyalty)
The child must be 
judged capable of 
entering into a long­
term relationship with 
the foster parents either 
with or without explicit 
guidance
Parents must provide 
permission or in any 
case ‘tolerate’ the 
placement: loyalty 
problems of the child 
are otherwise 
unavoidable
The behaviour of 
juveniles older than 12 
must fall within 
particular norms: no 
extreme behaviour 
problems (see 
contraindications)
Juveniles must be 
prepared to devote 
energy to a positive co­
operation with the 
foster family
Table 5 (continued)
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Authority Child-related factors Parent-related factors Family-related factors
Diagnostic Audit Problematic behaviour 
Panel
Problematic
development
Signs of neglect 
Parental incompetence
Unstable child-rearing 
conditions for the child
Traumatic experiences 
in the past
Developmental delay
Psychiatric or 
addiction problems
Physical or social 
problems
Incapacity to accept 
child with a handicap
Previous experiences 
with help and the 
effects of this
Parents are 
overburdened
An authority crisis 
Custody questions
Housing / material 
problems
Death of the parent or 
hospitalisation
Abuse at the place of 
residence
Change of home 
situation
Relationship problems 
between parents
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Table 6
Contra-indications for foster care according to Dutch regional social care authorities
Contra-indications foster care agency 
Children under the age of 5 who have been 
institutionalised for a minimum of three years 
are too institutionalised and therefore have no 
stable basis for foster care
Children suffering previous traumatic 
separations and therefore are no longer 
capable of reacting emotionally to foster 
parents
The chances of violent actions of the 
biological parents towards the foster family 
Severe relational problems in the family of 
origin
For juveniles older than 12:
Delinquent behaviour (breaking in, receiving 
or theft) which can threaten the safety of the 
foster family)
(Hard) drugs and excessive alcohol use and 
other addictions
Extremely deviant sexual behaviour 
Psychiatric problems 
Extremely violent behaviour
No daily activities and no indications or 
arranging for or undertaking any such 
activity in the near future
Contra-indications Diagnostic Audit Panel 
Criminal behaviour of the child and/or the 
parents which can threaten the safety of the 
foster family
(Hard) drug and excessive alcohol use of the 
child
Incapacity of the child to form any 
relationship
Extremely deviant behaviour of the child 
Severe physical deviancy 
Mental retardation
Psychiatric disorders
Children or adolescents for whom care in a 
residential setting is necessary
The child does not want to go to a foster 
family
Opposition of the parents to placement in 
foster care
The age, developmental phase or behaviour of 
the child constitute an obstacle to taking root 
in a foster family
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What stands out in this list of factors is that the foster care agency mentions 
numerous conditional factors for placement in a foster family and only a few factors 
actually causing the placement. In contrast, the Diagnostic Audit Panel makes explicit 
use of a list of child and parent-related factors frequently cited in the literature. Other 
points which stand out are the description of specific factors with regard to juveniles 
older than twelve years of age by the agency in Utrecht and a list of contra-indications 
to foster care by both the agencies in Utrecht and Limburg.
With respect to kinship and social network placement (one of the types of foster 
care) in particular, we will consider a conference contribution from Portengen and 
Emans (see Emans, Robbroeckx & De Bruyn, 1997). These authors examined those 
factors that specifically play a role in kinship and social network placement and based 
their study on findings from a number of different sources in actual practice.
For kinship and social network foster parents, it is the case that they must show 
their competence of caring for the child in question and meet the prerequisites imposed 
by the foster care agencies. Portengen and Emans (see Emans, Robbroeckx & De 
Bruyn, 1997) cite the lack of competence to guarantee the safety of the child in the 
network family as a clear contra-indication for kinship and social network placements. 
Safety pertains to not only physical safety but also the psychological, emotional and 
social aspects of the development of the child. In the following three social network 
situations, the safety of the child is at stake when risk factors are not recognised in any 
manner by the social network and agreement cannot be reached on the goals of the 
placement or the points in need of guidance; severe and often long-standing family 
conflicts of an insoluble nature (these conflicts often become more pronounced or can 
even escalate as a consequence of placement and are often fought out in the presence 
of the child); child abuse, sexual abuse, psychiatric problems, addiction and/or 
criminality play such a role that the safety of the child cannot be sufficiently 
guaranteed or the child’s development is threatened.
Dhuyvetter, Van Engelen, and Van Montfoort (1999) added the following contra­
indication: extreme differences of opinion with regard to the application of a medical 
treatment under life-threatening circumstances.
Summary and discussion
It is striking how many factors were mentioned by different authors, all of which 
can influence referrals to out-of-home care in general and to foster care in particular. It 
seems impossible to make the correct referral when so many factors have to be taken 
into account. By comparing different lists and reshuffling all similar factors, an 
overview is made of the most relevant factors.
Behavioural problems of the child seem to be the most frequently mentioned factor 
related to placement in foster care. Other frequently mentioned child-related factors are
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the age of the child, emotional problems and physical/mental disabilities. The parent- 
related factors most frequently mentioned are child neglect, child abuse, 
physical/mental functioning, substance abuse, parental skills, and marital conflicts. The 
family-related factors most frequently cited are parent-child discord and absence of the 
primary caregiver.
The decision to place a child or adolescent in a foster family or residential 
institution seems to depend on judgements of the risk or danger for the child and the 
strengths of the parents. The severity of such factors as behavioural problems, child 
neglect, and child abuse seems — in the end — to be decisive for the choice between 
foster care and residential care.
With respect to the formulation of the factors, it is striking that they are generally 
described in loose terms. Consider, for example, behavioural problems of the child. 
This is frequently put forth as the reason for placement even though the type of 
behavioural problem is not clear. There are, for instance, numerous behavioural 
problems for which placement in foster care may not be the answer. Dhuyvetter et al. 
(1999) have observed the same vagueness with respect to admission criteria and write 
that foster care has not as yet succeeded in providing a clear description of the 
admission criteria.
When we compare empirical research on out-of-home placement and in particular 
foster care (see Table 3 and Table 4) with experts’ views of how decisions should be 
made, it is striking that in the experts’ views it is regularly assumed that decisions with 
regard to foster care placements depend not just on the child or the home situation but 
on the interaction between the two while in practice parent-child interactions are only 
sporadically used as a basis for making referrals to foster care. In just one study 
(Robbroeckx et al., submitted) it was found that decisions to place a child in foster care 
depended on a combination of child and parent-related factors.
The review of the literature also showed child and parental (or, as mostly the case, 
maternal) factors to be frequently mentioned or found, with the parental factors 
determining the placement decision. Robbroeckx et al. (submitted) also suggested that 
the complaints and problems of parents frequently play a more decisive role in the 
decision processes of the placement agencies than the complaints or problems of the 
children.
When we compare the factors playing a role in the clinical authorities of our 
sample with the factors encountered in the experts’ views and empirical research, it is 
striking that the clinical authorities have formulated a clear list of contra-indications 
and that such factors are much less explicitly formulated in the literature. In this light, 
we observe a difference in emphasis between theory and practice: In theory, those 
factors in favour of the indications for foster care are mentioned in particular; in 
practice, those factors that contra-indicate foster care are mentioned in particular.
A slighter difference in emphasis is also observed when out-of-home care in 
general is compared to placement in foster care in particular. In the research on out-of­
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home care in general, it is striking that the decisive factors are formulated positively; in 
the research on placement in foster care, in contrast, the decisive factors are regularly 
formulated negatively as contra-indications.
Another interesting finding is that the child’s age is one of the most frequently 
mentioned factors in the literature with respect to foster care, while it is not with 
respect to out-of-home care in general. This finding may point to the fact that age plays 
an important role in the indications for foster care but not in the indications for other 
forms of out of home care. Different authors suggest that the age of the child may be a 
decisive factor for the success or failure of placement in a foster family; foster care 
may be more suited for younger children than for older children and adolescents 
(Cantos et al., 1996; Courtney, 1998; Scholte, 1997, 1998; Woolf, 1990). The literature 
suggests that young children frequently function well in a foster family because they 
can more easily adapt to a new family than older children and adolescents, because 
they are more capable of entering into a new parent-child bonding relationship and so 
forth. We are nevertheless of the opinion that this does not constitute a good reason for 
excluding adolescents from foster care. Although adaptation, bonding and the 
establishment of lasting relationships is often more difficult for adolescents, foster care 
may nevertheless be a good solution for certain adolescents — for those in crisis 
situations, for example, or as a bridge to a different institution or to independent living. 
For this reason, a number of foster care agencies no longer entertain ‘potential for 
bonding’ as an explicit criterion (Dhuyvetter et al., 1999).
Finally, when we compare the list of factors of the two Dutch clinical authorities, 
we see a difference in orientation. The foster care agency in one area is found to 
mention primarily favourable factors — that is, factors pertaining to the upcoming stay 
of the child in a foster family — while the Diagnostic Audit Panel in the other area is 
found to mention those factors which call for placement in a foster family. In the latter, 
the favourable factors seem to be more or less taken into consideration within the list 
of possible contra-indications. In the preceding we also observe an expression of the 
poor attunement between Bureau Jeugdzorg (i.e. the placement agencies) of which the 
Diagnostic Audit Panel is part, and the foster care agencies who are primarily 
concerned with the acquisition and selection of foster parents.
As indicated in the report “Inventarisatie visies Voorzieningen voor Pleegzorg ” 
(Loeffen, Hermanns & Horn, 1999a), projects concerned with the indications for foster 
care, are scarce. Improvement of the indications for treatment is also generally 
construed as being exclusively the task of the Bureau Jeugdzorg. On the basis of this 
information, it can be concluded that adequate attention has not as yet been paid to the 
co-operation between the Bureau Jeugdzorg and the foster care agencies. Improvement 
of the indications for treatment can only have an effect when clear co-operation has 
been established between the two organisations. Such mutual attunement is necessary 
to promote the professionalisation and the improvement of the diagnostic expertise of 
foster care agencies and their admission criteria. In the review which Loeffen et al.
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(1999a) present of topics to be worked on in the future, ‘being prepared to consult on 
decision-making with regard to the out-of-home placement of a child’ and ‘the search 
for protective factors’ are mentioned among the tasks for foster care agencies. At this 
point, we would like to call attention to the Nationale Innovatie Commissie Pleegzorg 
which identified the improvement of the indication for foster care as the number one 
priority. Dhuyvetter et al. (1999) emphasised the importance of adequate indications 
for treatment prior to the decision for out-of-home placement. Research on the 
indications for treatment can also contribute to the professionalisation of the 
consultation process concerned with out-of-home placement decisions. Quality of 
youth care — that is, the interaction between foster care caseworkers and the clients 
and/or foster parents — must begin right at the point of report/registration and 
screening. From the preceding, it can be deduced that the establishment of a protocol 
for the indications for foster care can promote decision-making in this domain and 
improve the co-operation between the Bureau Jeugdzorg and the foster care agencies.
Dhuyvetter et al. (1999) conclude on the basis of case reports that the exact 
admission criteria for foster care are still not clear. Foster care agencies should write 
about what foster care is good at and not only about contra-indications. The policy 
seems to be ‘yes, except when.. . ’. Instead, foster care practice needs of a list of factors 
which can help determine the decision in favour of foster care. By means of a cost- 
benefit analysis, a more balanced decision in favour or against foster care can then be 
made. In such a manner, the indications for foster care will also be formulated more 
independently of government policy and other out-of-home placement options.
In conclusion, we would like to refer to DePanfilis and Scannapieco (1994) who 
presented an extended overview of the risk factors relevant to out-of-home placement. 
In doing this, they concentrated more on those factors considered important for 
guaranteeing the safety of threatened children than on the more far-reaching 
consequences of, for example, out-of-home placement. Of course, their intention was 
not to synthesise all of the relevant criteria in the form of an all-encompassing 
evaluation model. In line with the needs of foster care agencies, however, new research 
on the indications for treatment should lead to the development of an evaluation model 
for foster care.
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Introduction
It is estimated that approximately 30 to 50% and, according to Scholte (1995), 
even up to 60% of all foster care placements in The Netherlands fail, which implies 
that too many children leave the foster care system prematurely and have to be 
considered as 'dropouts' (Van der Ploeg, 1993). Although national statistics on where 
these children go are unavailable, it is estimated that a significant number re-enter the 
care system, either in foster families or residential homes. Fanshel and Shinn (1978), 
Fein, Maluccio, Hamilton, and Ward (1983), and Simms and Bolden (1991) presented 
foster care re-entry rates up to 35%. More recently, Festinger (1996) referred to 
different foster care re-entry studies, which reported rates ranging from 3 to 33%. The 
question of why foster care fails in such a large number of cases urgently needs to be 
answered. Every re-entry into foster care or any other form of out-of-home care must 
be considered a new risky task for both caregivers and the child concerned. If the 
placement fails again, chances are high that the child will start a long 'career' in the 
youth care system, characterised by multiple placements. This can hardly be conceived 
of as being instrumental to achieving foster care goals. Therefore, anything that can be 
done to prevent children from re-entry or dropping out after a failed placement is 
important.
In The Netherlands, the trend of tackling the foster care failure rate problem is still 
growing. In recent years, foster care has become a popular alternative to residential 
care, and this has had an increasing impact on the foster care population. 
Approximately 10,000 children, as much as in residential care, live in 8,000 foster 
families; 40% of them on a voluntarily basis; 60% on the basis of a juvenile court 
decision. Foster care is not only easier to achieve and much less expensive than 
residential care, but is also considered to be a way of helping that is as near as possible 
to the biological family, provided on a short-term basis and by this, less intrusive than 
other forms of out-of-home care. Moreover, a foster care family environment is 
believed to better meet childrens needs and enhance possibilities for family reunion 
more than a residential environment (e.g., Strijker & Zandberg, 1999).
The impetus for this increased interest in foster care was given by new legislation 
in 1989, the Wet op de Jeugdhulpverlening (Deerenberg, 1990). From that moment on, 
foster care has received the official status of a care program, regulated by law, just as 
residential care and out-patients services already had for many decades. As a 
consequence, a number of important changes took place in the Dutch youth care 
system. Although not all changes can be discussed in detail in this context, it is crucial 
to mention the most pivotal points in this piece of legislation: (a) Placing a child in a 
foster family is preferred to placement in a residential setting; (b) Professionalism of
3. Diagnostic Factors Related to Foster Care Referrals
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foster care agencies and workers had to be improved by the development of Standards 
of quality and (c) a reorganisation of the total youth care system had to start as soon as 
possible.
Therapeutic Foster Care, intended for children with severe emotional problems or 
from multi-problem families, became a part of the child psychiatric provisions with 
their own agencies. On the other hand, the existing regular foster care provisions 
changed from sections of the 240 placement agencies into new independent 
organisations with a staff specialised in foster care and centred in 28 regional agencies. 
At the same time the placement agencies are also reduced and restructured in Bureau’s 
Jeugdzorg. The main goal for this important segmentation between placement agencies 
and foster care agencies is to create more access to care on the side of the placement 
agencies. It begins with accessable social service and ends with intensive home care 
treatment on the one hand and objectification of all decisions made in case of 
placements on the other hand. As far as the foster care agencies are concerned the aim 
is to provide an independent support to the foster child as well as to the foster family 
and an exclusive focus on all foster care matters.
More recently, foster care built on its own specialised task. Every new foster 
parent has to be trained before the first foster child enters; an indication for help (foster 
care or otherwise) is needed and has to be formulated in detail; every six months the 
progress of the foster placement must be evaluated and reconsidered according to the 
original indication. Foster parents can be offered different training programmes while a 
child is in their family, varying from self-help initiatives to full professional courses. 
Topics concern, for example, how to deal with a sexual abused child or with a child 
with problem behaviour, or with the biological family. Due to the priority given to 
foster care over other out-of-home care, children with a wide range of problems are 
referred to foster care. These problems include socio-economic factors within the 
family, marital problems, parental stress or child-rearing problems, parental illness or 
hospitalisation, conduct disorders or behavioural problems. The majority of 
placements are voluntary placements. In case of parental drug or alcohol abuse, child 
neglect or abuse, and severe parental incapability, placements are arranged by juvenile 
court decisions. With the above changes in policy and practice, the appeal for better 
procedures and protocols, for more empirical research on processes and effects of care 
became more urgent in The Netherlands.
To determine how the efficiency of foster care placement can be improved, it is 
necessary that various types of studies be carried out (see McDonald, Allen,
Westerfelt, & Piliavin, 1996, for a well-documented review). The present study 
focuses on the decision process that precedes referral to and placement in foster care. 
One of the main conclusions of the recent review by McDonald et al. (1996) was that 
decisions to place children in out-of-home care are 'currently arbitrary and the 
consequences of these decisions are largely unknown' (p.151). The need to investigate 
the referral decision process itself is also documented in a study by Emans and
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Robbroeckx (1997). Of the children referred, 30% (n= 36) had an indication for help 
other than foster care (for the most part, residential care). Nevertheless, foster care 
agencies found a suitable foster family for about one third of these children. So what 
exactly determined this unexpected 'decision' and how is it related to factors in the 
decision-making environment?
As mentioned above, two separate agencies are involved in the foster care process 
in The Netherlands, each of them with their own responsibilities. The placement 
agency not only takes care of family assistance and support for the referred families, 
before, during, and after an out-of-home care programme, but it is also responsible for 
the decision making-process, preceding every placement. Since the legislative changes, 
the foster care agency has to deal with finding, training, and selecting future foster 
families as well as supporting these families and foster children during the placement 
period. The decision for out-of-home placement of children and indications for this are 
the responsibility of the placement agency, and are recognised by the government as 
such. When there is an indication for foster care, children are referred to a foster care 
agency. There, the indication has to be tested against this agency's admission criteria.
If the client (i.e. child) is accepted, the search for a suitable foster family starts 
(matching of foster child and foster family). When a suitable foster family is found, 
actual placement of the child in that family will proceed. Since 1999, an autonomous 
Diagnostic Audit Panel has to examine every indication before the client is referred to 
any out-of-home care facility. The Panel's final decision is binding on the foster care 
agency.
Emans and Robbroeckx (1997) observed that placement agencies go through four 
phases of decision-making and identified these phases in terms of De Bruyn's model 
for 'Clinical Diagnostic Decision-Making' (De Bruyn, 1992). The four consecutive 
phases are designated as complaint analysis (the analysis of feelings, ideas, 
experiences, thoughts, expressed by the client), problem analysis (description of 
dysfunctional behavioural units or syndromes that can be related to the client's 
complaint), diagnosis (identification of the conditions which cause, elicit or sustain the 
dysfunctional behavioural units or syndromes), and indication for treatment 
(assessment of the available treatment options to see which best corresponds to the 
client’s characteristics).
The aim of the present study was to analyse the referral information represented in 
foster care files taking into account the phased structure of the decision process. We 
wanted to answer two questions. The first question is what kind of information is used 
to what extent in each of the three phases (complaint analysis, problem analysis, and 
diagnosis) which precede the final selection of the type of foster care placement (the 
eventual indication phase). The second question is whether the type and phase of 
information determine different placement indications.
As observed by Emans and Robbroeckx (1997), not only children with an 
indication for foster care are referred to foster care agencies. Answering the first
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research question mentioned above may also shed some light on the referral decisions 
for children with indications for foster care and, for instance, children with an 
indication for residential treatment. Furthermore, to answer the second question, 
information will be gathered on referral decisions for children with an indication for a 
different type of foster care.
Both for voluntary foster care and foster care under juvenile court decisions, a 
difference can be made between ‘kinship’ and (social network foster care) (1) and 
‘file-registered’ foster care. In ‘file-registered’ foster care the family is selected from 
the data-base of the agency and no prior relationship exists between the child and the 
accepted family. By policy, kinship foster care is preferable in all cases, because of the 
existing connection and loyalty bonds with the original family of the child. Only when 
no placement facilities are available within the extended family or social network of 
the family, referrals to ‘file-registered’ foster care can be made. ‘File-registered’ foster 
care differentiates 'short-term' foster care (2) which provides care in case of acute crisis 
or emergency versus 'long-term' foster care (3) for those without any perspective on a 
replacement within their own family and 'regular' foster care (4), mentioned for 
children who can be replaced in their own families within an estimated period of 
approximately two years. Finally, 'weekend' foster families (5) exist too. They provide 
shelter and care during weekends and school-holidays in case the biological family 
needs a period of rest or a less intrusive support, like after hospitalisation or during 
periods of parental illness. Also children from residential care units do profit from this 
type of foster care as well; especially when their own parents are out of sight for one 
reason or another. It is remarkable to see how this type of foster care becomes more 
and more popular, even according to permanency planning or family preservation 
programmes.
Method
Participants
In order to obtain case files for the present study the shortest administrative route 
to these files was through foster care agencies. Once the placement agencies have 
formulated an indication for foster care, they have to pass on the decision to the foster 
care agencies along with a file that documents the background and reasons for the 
indication. Examination of the distribution of referrals to foster care agencies revealed 
that the agencies sometimes showed marked differences in the number and type of 
referrals. Therefore, every foster agency in The Netherlands answered a questionnaire 
concerning their procedures. The subsequent selection of two of the fourteen foster 
care agencies, existing at that time of the survey, was based upon the recommendations
2 The five types of foster care correspond with those, named in the tables of this chapter.
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of the Nationale Innovatie Commissie Pleegzorg in 1995. According to these 
recommendations, the agencies had to meet the following selection criteria. The 
organisation is built up according to the current legislative prescription, their 
population of clients is representative for the Dutch population of foster children, all 
the files of the year of 1995 are present and, all type of referral decisions are 
represented. Two agencies met these criteria and both agreed to co-operate. This 
resulted in the use of the files of all the referrals in 1995 (N = 107; 54 boys and 53 
girls), ranging in age from 3 months to 17.6 years at the time of referral (Mean Age:
7.7 years). The referrals covered the foster care categories weekend, short-term, 
regular, long-term, kinship foster care, and one category for help other than foster care 
(for more details, see Emans & Robbroeckx, 1996).
Data preparation
The files consisted of various sections with client-related information. Three of 
them were labelled in the files as “Complaint”, “Problem” and “Diagnosis”, thereby 
referring to the phases of diagnostic decision-making. The content of each of these 
sections was screened for statements containing terms referring to complaint, problem 
and diagnosis respectively. The text segments to which each of these statements 
belonged were identified, and a content analysis was performed on each of them, 
which entailed writing down the smallest clause or subordinate clause in each segment 
that expressed a specific idea. These statements were classified at two levels. The first 
was the subject of the statement itself. The statements that seemed to express the same 
referral factor were grouped together and labelled by a category which reflects the 
common factor. This resulted in 14 complaint factors, 12 problem factors and 19 
diagnosis factors (see Result section, Table 7). The second level was the determination 
of the targets to whom the statement is related (parent, child).
The whole classification process was done independently by two coders. With 
respect to the factor categories in 11% of the selected statements the coders disagreed. 
With respect to the target identification there was a disagreement between the two 
coders in 8% of the categorisations. In all cases these disagreements were discussed 
and solved by consensus.
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Referral factors
The first research question was what kind of information is used to what extent in 
each of the three phases (complaint analysis, problem analysis, and diagnosis) which 
precede the final selection of the type of foster care placement. To answer this question 
we analysed the data both at the level of the total number of statements related to 
parent and child factors and at the level of the specific category into which these 
statements had been classified.
The 107 files contained 497 statements, which give a mean of 4.64 statements per 
file. The number of statements per referral phase was 145 (Complaint), 151 (Problem) 
and 201 (Diagnosis) with respective means of 1.36, 1.41 and 1.88. In all phases referral 
factors related to the parents were given more frequently than referral factors related to 
the child: 111 versus 34 in the complaint categories, 82 versus 69 in the problem 
categories, and 143 versus 58 in the diagnosis categories. Chi-square Tests showed that 
the differences in complaint (x2 (1, N  = 107)= 40.89) and diagnosis (x2 (1, N  = 107)= 
35.95) were significant at p< .001.
Table 7 shows that the number of factors mentioned per file is low, especially child 
factors.
In each of the phases, the percentage of files without any child factor statement 
was 70.1 (n=75), 57.0 (n=61) and 67.3 (n=72), respectively. Corresponding 
percentages of parent factors were 25.2 (n=27), 37.4 (n=40) and 29.0 (n=31), 
respectively. Table 7 also shows that the number of factor combinations increased 
from two child and three parent factor combinations in the complaint phase to six child 
as well as parent factor combinations in the diagnosis phase. The number of files with 
more than two combinations of a child and parent factor, however, is generally low. 
Three factor combinations were present in 6.5% and 5.6% of the files for parent 
complaint factors and parent diagnosis factors, respectively. In the diagnosis phase, a 
four-parent factor combination was also present in 4.6% of the files. The percentages 
of files with combined child and parent factors were 14% (n=15) in the complaint 
category, 15% (n=16) in the problem category and 9.3% (n=10) in the diagnosis 
category.
Results
Table 8 presents the distribution of referral factors per subcategory.
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Table 7
Distribution of Referral factors across Phase, Target and File
Phase Target Number of Number of %
Referral factors Files
Complaint Child 0 75 70.1
1 30 28.0
2 2 1.9
Parent 0 27 25.2
1 56 52.3
2 17 15.9
3 7 6.5
Problem Child 0 61 57.0
1 27 25.2
2 16 15.0
3 2 1.9
4 1 0.9
Parent 0 40 37.4
1 55 51.4
2 9 8.4
3 3 2.8
Diagnosis Child 0 72 67.3
1 19 17.8
2 13 12.1
3 1 0.9
4 1 0.9
5 0 0.0
6 1 0.9
Parent 0 31 29.0
1 32 29.9
2 31 29.0
3 6 5.6
4 5 4.7
5 1 0.9
6 1 0.9
62
Table 8
Distribution of Individual Referral Factors across Phase and Target
Referral
phase
Subject Factor
code
referral factor N %
Complaint Child Cc1 Behaviour problems 12 35.3
Cc2 Developmental problems 2 5.9
Cc3 Children's needs 10 29.4
Cc4 Problematic living conditions 10 29.4
Parent Cp1 Family-relations 7 6.3
Cp2 Parental skills 30 27.0
Cp3 Parenting situations 12 10.8
Cp4 Abuse at home-address 10 9.0
Cp5 Support of important others 5 4.5
Cp6 Emotional problems 4 3.6
Cp7 Psychiatric problems, incl. addiction 5 4.5
Cp8 Illness / hospitalisation 7 6.3
Cp9 Housing- / material problems 5 4.5
Cp10 Change in situation 26 23.4
Problem Child Pc1 Undefined problems 6 8.7
Pc2 Behaviour problems 13 18.8
Pc3 Developmental problems 15 21.7
Pc4 Children's needs 9 13.0
Pc5 Problematic living conditions 6 8.7
Pc6 (Traumatic) experiences 12 17.4
Pc7 Functional retardation 8 11.6
Parent Pp1 Parental skills 45 54.9
Pp2 Parental instability 12 14.6
Pp3 Abuse at home-address 8 9.8
Pp4 Psychiatric problems, incl. 5 6.1
hospitalisation
Pp5 Housing-/material problems 12 14.6
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Table 8 (continued)
Referral Subject Factor referral factor N %
phase code
Diagnosis Child Dc1 Children’s needs 8 13.8
Dc2 Behaviour problems 10 17.2
Dc3 Developmental problems 8 13.8
Dc4 Functional retardation 8 13.8
Dc5 Family-relations 8 13.8
Dc6 (Traumatic) experiences 9 15.5
Dc7 Physical problems 5 8.6
Dc8 Problematic living conditions 2 3.4
Parent Dp1 Physical and social problems 18 12.6
Dp2 Parental skills 33 23.1
Dp3 Abuse at home-address 2 1.4
Dp4 Emotional problems 10 7.0
Dp5 Psychiatric/addiction, incl. 
hospitalisation
21 14.7
Dp6 Personal history 13 9.1
Dp7 Family-relations 8 5.6
Dp8 Parental relationship 22 15.4
Dp9 Conditions of parenting 3 2.1
Dp10 Housing-/material problems 8 5.6
Dp11 Care taking 5 3.5
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None of the three x2 values for the child factor distributions were significant, 
while the x 2 values for the parent factor distributions were significant for parent 
complaint (x2 (9, N  = 107) = 69.99, p  <.01), for parent problem (x2 (4, N  = 107) = 
64.46, p  <.01) and for parent diagnosis (x2 (10, N  = 107) = 70.31, p  <.01). Closer 
inspection revealed that the distribution of parent complaint factors contained an 
unexpectedly high frequency of 'Parental skills' (Cp2, 27.0%) and 'Change in situation' 
(Cp10, 23.4%), and an unexpectedly low frequency of the 'Emotional problems' (Cp6, 
3.6%). The distribution of parent problem factors showed an unexpectedly high 
frequency of 'Parental skills' (Pp1, 54,9%), combined with unexpectedly low 
frequencies for 'Abuse at home address' (Pp3, 9.8%) and 'Psychiatric problems, incl. 
hospitalisation' (Pp4, 6.1%). The distribution of parental diagnosis factors 
demonstrated unexpectedly high frequencies for 'Parental skills' (Dp2, 23.1%),
'Parental relationship' (Dp8, 15.4%) and 'Psychiatric/addiction, including 
hospitalisation' (Dp5, 14.7%). Unexpectedly low frequencies were found for 'Abuse at 
home address' (Dp3, 1.4 %), 'Conditions of parenting' (Dp9, 2.1%) and 'Care taking' 
(Dp11, 3.5%).
Referral Factor and Placement Indication
The second question was whether the type and phase of information are associated 
with placement indication. To answer this question we analysed the data both at the 
level of the number of factors mentioned and the level of the specific subcategories 
into which these factors had been classified. We performed Chi-square analyses with 
target referral factors (no factor mentioned; only a child factor mentioned; only a 
parent factor mentioned; and both a parent and a child factor mentioned per file) and 
six types of care (kinship, short-term, long-term, regular, weekend foster care, and a 
type for help other than foster care) as variables for each referral phase.
Table 9 shows the frequencies of referral categories across phase and type of 
placement indication.
Too many cells in Table 9 have an expected frequency below 5, which prevents a 
straightforward application of the chi-square test. To estimate the actual distribution of
the impaired x2 statistic, Monte Carlo simulations were used, based on the marginal 
distributions of the frequency tables.
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Table 9
Distribution of factors mentioned per file and referral phase across type o f placement 
indication
Phase Factors Indication- groups
W eek­
end
Short­
term
R egu­
lar
Long
term
- K in­
ship
Other Total
Com plaint N on e 2 1 5 1 1 0 10
Child 3 3 7 1 2 1 17
Parent 14 26 10 4 4 7 65
Child & parent 2 4 2 2 5 0 15
Total 21 34 24 8 12 8 107
Problem N on e 3 3 0 1 1 2 10
Child 6 9 9 0 4 2 30
Parent 8 17 10 5 7 4 51
Child & parent 4 5 5 2 0 0 16
Total 21 34 24 8 12 8 107
D iagnosis N one 3 1 1 0 1 0 6
Child 13 7 4 0 1 0 25
Parent 4 22 18 5 10 7 66
Child & parent 1 4 1 3 0 1 10
Total 21 34 24 8 12 8 107
For com plaint, the association betw een referral factor and referral decision  w as  
nearly significant (x 2 (15, N  = 107) =  24 .46 , p  = .055). N o  significance w as found for 
the association betw een referral factor and referral decision  in the problem phase, 
w h ile  that betw een factor and decision  w as highly significant for the d iagnosis phase 
(x 2 (15, N  = 107) =  41 .29 , p  <.001). To explore the latter significant pattern o f  
association, w e  exam ined individual contributions to x 2 in order to see w hich  o f  the 
ce lls in Table 9 contributed to the significant relationship. Three significant 
associations w ere found: indications for w eekend foster care w ere p ositively  associated  
w ith the number o f  child factors and negatively w ith the number o f  parent factors, and 
indications for long-term  foster care w ere p ositively  related to the number o f  parent 
and child com binations.
Table 10 show s the distributions o f  the specific factors for the six indication  
groups (types o f  foster care). The description o f  the different types o f  foster care can 
be found in the ‘Introduction’, last paragraph.
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Table 10
Frequencies ofthe diagnostic factors per indication-group
Referral phase - Referral factors Indication-groups
related subject
Week Short Regu Long Kin- Other
end term lar term ship
Complaints - Behaviour problems 1 2 5 1 2 1
Child Developmental problems 2
(Cc1 - Cc4) Children's needs 5 1 2 1 1
Problematic living 4 1 5
conditions
Complaints - Family-relations 3 4
Parent Parental skills 11 8 4 3 3 1
(Cp1 - Cp10) Parenting situations 7 1 1 3
Abuse at home-address 2 2 1 4 1
Support of important 2 3
others
Emotional problems 3 1
Psychiatric problems, 3 1 1
incl. addiction,
Illness / hospitalisation 5 1 1
Housing/material 3 1 1
problems
Change in situation 1 14 6 3 2
Problems - Undefined problems 2 3 1
Child Behaviour problems 4 4 2 2 1
(Pc1 -  Pc7) Developmental problems 3 4 6 2
Children's needs 4 3 2
Problematic living 3 1 1 1
conditions
(Traumatic) experiences 1 6 2 3
Functional retardation 3 2 2 1
Problems - Parental skills 10 14 11 4 5 1
Parent Parental instability 3 9
(Pp1 - Pp5) Abuse at home-address 2 3 1 2
Psychiatric problems, 1 2 2
incl. hospitalisation
Housing / material 5 3 1 3
problems
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Table 10 (continued)
Referral phase -  
related subject
Referral factors Indication-groups
Week
end
Short
term
Regu
lar
Long Kin- Other 
term ship
Diagnosis - Children's needs 4 2 2
Child Behaviour problems 7 3
(Dc1 - Dc8) Developmental problems 4 2 1 1
Functional retardation 6 1 1
Family-relations 2 5 1
(Traumatic) experiences 3 3 2 1
Physical problems 4 1
Problematic living 1 1
conditions
Diagnosis - Physical & social 9 5 2 1 1
Parent problems
(Dp1 - Dp11) Parental skills 4 12 6 5 1 5
Abuse at home-address 1 1
Emotional problems 1 5 3 1
Psychiatric/addiction, 7 7 2 3 2
incl. hospitalisation
Personal history 5 4 2 2
Family-relations 5 2 1
Parental relationship 9 3 2 4 4
Conditions of parenting 2 1
Housing / material 4 1 1 2
problems
Care taking 2 2 1
To explore the associations between specific factors and groups, again Monte 
Carlo simulations were used for each row in Table 10. When a significant x 2 was 
found, again individual contributions to x 2 were examined to determine the pattern of 
association with the indication. For the complaint factors, significant associations (p < 
0.05) were found for the child factor 'Problematic living conditions of the child' (Cc4) 
and the parent factors 'Parenting situation' (Cp3), 'Support of important others' (Cp5), 
and 'Change in situation' (Cp10). Of the problem factors, the parent factor 'Parental 
instability' (Pp2) was associated with the indication. With respect to the diagnosis 
factors, relations with the indication were found for the child factors ‘Behaviour 
problems' (Dc2), 'Functional retardation' (Dc4) and 'Physical problems' (Dc7), and for 
the parent factors 'Parental skills' (Dp2) and 'Parental relationship' (Dp8).
Closer inspection did not reveal a particular association between the parent 
complaint factor 'Change in situation' (Cp10) and the parent diagnosis factor 'Parental
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skills' (Dp2) on the one hand and a specific indication on the other. The association 
with the child complaint factor 'Problematic living conditions of the child' (Cc4) was 
mainly due to a combination of this factor with the indication for kinship foster care. 
The association for the parent complaint factor 'Parenting situations' (Cp3) can be 
attributed to a combination of this factor with both an indication for weekend foster 
care and for other care. The association between the parent complaint factor 'Support 
of important others' (Cp5) was significantly determined by a positive association 
between this factor and indication for kinship care. The parent problem factor 'parental 
instability' (Pp2) was positively associated primarily with a short-term indication. The 
associations which included the child diagnosis factors 'Behaviour problems' (Dc2), 
'Functional retardation' (Dc4), and 'Physical problems' (Dc7) were all linked to a 
combination of these factors with a weekend foster care indication. Finally, the 
association between the parent diagnosis factor 'Parental relationship' (Dp8) and 
indication was strongly influenced by absence of a combination of this factor with a 
weekend foster care indication.
Discussion
No less than 45 different factors were found which could influence the process of 
decision-making. Our category system also revealed that 14 of these factors were 
related to the client’s complaint, 12 to the problem, and 19 factors were related to the 
causal diagnosis. A range of factors from the children's and from the parent's point of 
view was not only found in every diagnostic phase, but this even increases with every 
diagnostic phase, indicating that more factors were mentioned in the phase of diagnosis 
than in the other phases. This suggests that a number of factors play an important part 
in diagnosing problems and that problems usually cannot be explained by a single 
factor alone, as has been stated before by many other authors (e.g., Fanshel & Shinn, 
1978; Festinger, 1996).
The parent factors are the most frequently mentioned in all three diagnostic 
phases. This suggests those parents' complaints, problems, and diagnoses play a larger 
role in decision-making processes of the participating agencies than those of the 
children. The significant associations we found between these factors and referrals in 
general support this. However, the parent factor 'Parental skills’ is most frequently 
mentioned in each diagnostic phase, but this factor is not associated with any specific 
type of foster care. Therefore, this factor seems to contribute to the foster care referral 
process as such rather than to a specific type of foster care indication. The parent 
complaint factor 'Parenting situation' is associated with weekend foster care as well as 
help other than foster care. Kinship care is obvious when 'Support of important others' 
is needed, and the problem factor 'Parental instability' is associated with short-term 
foster care. Finally, parent factors like 'Abuse at home address' and 'Psychiatric
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problems, including hospitalisation' are significantly less mentioned than the other 
parent factors. This makes sense due to the fact that these children are normally 
referred to therapeutic foster care, a type of care not involved in this study, because it 
is embedded in the child psychiatric care system.
Although our results suggest that child factors have slightly less influence on the 
decision for foster care than parent factors, they nevertheless do affect the process. The 
number of child factors contributes to significant differences at the diagnostic level 
between the types of foster care. Especially referrals to weekend foster care is 
associated with the number of child factors in general and by some diagnostic factors 
specifically: 'Behaviour problems', 'Functional retardation' and 'Physical problems'. 
Also kinship care referrals are mainly made when the child's 'Living conditions' are a 
problem. Our study strikingly showed that the number of parent- and child-factor 
combinations, even while the number of files in which these combinations are found is 
low, contribute to a greater extent to significant differences at the diagnostic level 
between the different indication groups than parent factors alone. They are 
significantly related to long-term foster care.
The general picture that emerges from our study is that caseworkers at placement 
agencies believe that foster care is beneficial to children with wide-ranging problems 
and diagnoses, related to both parents and children. In the opinion of placement 
agencies, parents usually seem to lack certain child-rearing skills, conditions or 
support, which is why referrals to foster care agencies are the most obvious, even when 
indications for other help rather than foster care are formulated. In the review-study on 
referral factors (see Chapter Two), it was found that expert views on foster care stress 
the important role of interactions between parent related factors and child related 
factors on referrals (e.g., Slaght, 1993; Rosenfeld et al., 1997). However, empirical 
studies report less on interactional factors, except when neglect or substantial abuse is 
reported (Fanshel & Shinn, 1978; Takayama et al., 1998). They give more evidence for 
the importance of child related factors alone (e.g., Inglehart, 1993; Backe-Hansen, 
1995; Courtney, 1998) or parent (mother-) related factors only (Fanshel & Shinn,
1978; Knapp et al., 1987; Lindsey, 1991; Festinger, 1996; Zuravin & DePanfilis, 1997) 
in decision-making regarding out-of-home placements in general and foster care 
placements in particular.
Our results are not in line with conclusions that either parent related or child 
related factors alone account for most foster care placements (e.g., Kadushin & Martin, 
1988 in DePanfilis & Scannapieco, 1994). The interaction of child and parent related 
factors emphasises again how important a whole-family support is, as has already been 
stressed by other authors (Dubowitz, Zuravin, Starr, Feigelmann, & Harrington, 1993; 
De Munter & Hellinckx, 1996; McDonald et al., 1996). In addition, special attention 
has to be given to the parenting situation of foster parents themselves. As a 
consequence of the fact that child factors have an impact on referrals to foster care, 
even when residential care is indicated, it is found that the number of children with
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problematic behaviour symptoms that enter foster care is increasing. The need for 
more child-rearing support to the foster parents instead of practical or social support 
has already been identified, but as a consequence, the development of special training 
or specific support facilities related to this aspect has only recently been initiated in 
The Netherlands.
We analysed the files of two agencies operating within the Dutch foster care 
system. These agencies were selected because at the time they were the only two that 
met the criteria set forth by the Nationale Innovatie Commissie Pleegzorg. Moreover, 
they also covered the whole set of foster care options. Nonetheless, this selection puts 
a limitation on the generalisibility of our data. Further research is needed to see 
whether our results might be generalised to other foster care agencies in The 
Netherlands or to youth care systems in other countries. Another limitation is the fact 
that our coding system was developed on the files we studied and therefore might be 
sample-biased with respect to its content and reliability. Again, further research is 
needed to control to what extent such a sample-bias occurs. Also, the two coders in our 
study were experienced in research and experts in foster care as well. When 
differences occurred, the final codes were determined after consensus. We do not 
know what level of reliability would emerge when less experienced coders analyse our 
files or when another coding procedure is applied.
Despite the limitations of our study we believe the study contributes to the 
endeavour of critically evaluating the decision making process which one expects to be 
present in referral files. Our general approach and study design is independent from the 
Dutch situation and therefore can be applied in other studies as well. The present study 
only bears on one particular facet of foster care quality, namely the comprehensiveness 
and consistency of the referral process. It will be clear that further research into the 
quality of foster care referral must include other facets as well. We suggest two 
complementary types of study. The present study did not evaluate the tests, 
procedures, instruments or questionnaires on which the practitioners based their 
diagnostic statements. To investigate the impact of methods on the quality of the 
referral of process, such a method-based study should be applied in addition to the 
content analysis of the file statements.
Finally, in order to evaluate the validity of the indications which result form the 
referral process, the outcomes of foster care placements should be taken into account. 
After all, the merits of a decision are partly determined by its outcome (Bates, English, 
& Kouidou-Giles, 1997). It requires a prospective study to see whether the indication 
which results from the referral process also contributes to placement success.
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4. Which factors play a role in foster care referrals and outcomes of 
foster care placements: An analysis of Dutch referral case files
Introduction
In The Netherlands yearly some 3,000 children and adolescents cannot be placed 
within a foster family because the foster care agencies lack the placement capacity 
(Bureau Landelijke Voorlichting Pleegzorg, 2001). Between 25 and 30 % of the foster 
care placements end prematurely (Reeuwijk & Berben, 1988; Robbroeckx & 
Bastiaensen, 1992; Van der Ploeg, 1993; Scholte, 1997). Moreover, as documented by 
Emans and Robbroeckx (1997), for 30 % of the children placed in foster care this type 
of care was not the first option. So it seems that placement agencies have to improve 
their referral procedures in order to place those children, who need foster care the 
most, more adequately. To refer more successfully to foster care the placement 
agencies are urgently in need of well-formulated referral criteria (see also Dhuyvetter 
et al., 1999).
Despite the large amount of research on factors related to foster care placements 
(Bates, et al., 1997; Lindsey, 1992; Meddin, 1984; Pelton, 1989; Scannapieco &
Hegar, 1996; Scholte, 1997), until now little is known about the factors on which 
foster care referrals are actually based. The objective of this study is fourfold. Firstly, 
we want to examine which diagnostic categories are related to foster care referrals. 
More precisely we are interested to see which factors are mentioned in the case file 
sections that contain information about foster care referrals. Secondly, we want to see 
whether any association exists between type of referral for foster care and placement 
status. Type of referral refers to the two types of foster care referrals we found in the 
files. Not surprisingly the majority of referrals is of the regular ‘foster care’ type. 
Children are referred to foster care because the placement agencies believe foster care 
to be the best option. A minority of children, however, are placed within foster care, 
although foster care was not the first referral option for those children. Therefore, we 
indicate this type of referral as ‘foster care by default’. ‘Placement status’ refers to the 
status of the placements as found in the case files. We distinguish five types of 
placement status: ‘Unknown’ (result not found in the case file), ‘Not placed’ (despite 
foster care referral), ‘External end of placement’ (transference of a case to another 
agency or the child has attained the age of majority), ‘Successful placement’ when the 
placement goals are met so far and ‘Non-successful placement’ when the placement 
ended prematurly. Thirdly, we want to see whether any association exists between type 
of foster care and placement success. Types of foster care as distinguished in the files 
were ‘crisis relief’ , ‘short stay non-relative foster care’, ‘long-term non-relative foster 
care’, ‘short-stay kinship care’, ‘long-term kinship care’, and ‘other types of foster 
care’. Fourthly, we want to relate type of referral factor to placement success.
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The first three objectives are exploratory in nature. With respect to the fourth 
objective we have some expectations which are based on the findings of other foster 
care studies. Scholte (1997), for example, found that young age of the child and the 
absence of serious emotional and behaviour problems are associated with successful 
placement. Also a history of previous placement seems to be related to the success of 
placements (Glisson, 1996; Courtney, 1998; Takayama et al., 1998). We can therefore 
expect that factors such as age of child, child behaviour characteristics and prior 
treatment of child are related to the success of placements.
The reader should bear in mind the different meanings of the terms ‘factors’, 
‘criteria’, ‘categories’ and ‘indications’. ‘Factors’ refers to the factors which relate to 
foster care referrals as mentioned in the literature. ‘Criteria’ refers to a standard set of 
factors to decide whether a child should be placed within foster care or not. ‘Category’ 
is used for the labels of factors as described in the coding manual for case file 
descriptions used in this study. Finally, ‘Indications’ refers to the reasons for placing 
children within foster families as formulated in case files.
Method
Participants
Case files were collected at two regional foster care agencies (Limburg and 
Utrecht). The two participating foster care agencies were selected, among others, 
because the formal characteristics of the decision making processes regarding the 
indication formulations for foster care, as prescribed by the local government and 
according to prevailing diagnostic standards of quality, were present. Files of children 
between 0 and 18 years of age who were referred to foster care from June 1995 until 
January 1997 were examined. The selection represented the case files of 212 children 
and adolescents. Approximately 65% of these cases were new, while about 35% were 
also used in the study presented in the previous chapter. Due to a new computerised 
registration system applied by the agencies, the format of the case files largely differed 
from the format the cases had when analysing the data of the previous study.
Two children had to be excluded from the sample. By mistake, one case concerned 
a referral to one of the foster care agencies in 1997, which was later than the period we 
wanted to study. The second case was removed from the sample due to the extra 
confidentiality of the diagnostic information and was therefore not accessible for 
research. So the final sample consisted of 210 files.
The distribution of files among the participating agencies was as follows: Utrecht 
81 (39 %) case files and Limburg 129 (61 %) case files. The percentage of new files in 
these agencies was 68% and 53% respectively. The case files represented 108 boys, 
ranging from 1 month to 18 years at the time of referral (M: 8.4 years; SD 4.8 years)
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and 102 girls, ranging from 0 months to 17,5 years (M: 8,7 years; SD 5.0 years). The 
mean age of the total group was 8,5 years (SD 4.9).
Procedure
Preparing the material. The case files contained sections on client characteristics, 
diagnostic information about the child and the family, indications for treatment, goals 
of placement, placement outcomes, type of placement agency, type of court decision to 
out-of-home placement, type of foster care placement, availability of care, supervision 
and evaluation plans, date of registration at the agency, and date of onset and ending of 
placement. To make it possible to analyse the case file material, the file information 
was transcribed on a pre-structured case form.
Information about reasons for referral to foster care is given in the sections on 
diagnostic information and indication for treatment. The reasons reported in the 
diagnostic section of the case files all referred to the child’s and the family’s problems 
and conditions. This information was labelled “Problem Analysis” on the data form. 
The reasons reported in the indications for treatment section of the file actually 
contained the placement agency’s arguments for referral. The label “Indications for 
Treatment” was maintained on the data form. In the following we describe the 
procedure that we followed to code the information of the Problem Analysis and 
Indication for Treatment sections into specified referral categories.
Constructing a coding manual. All factors related to the indications for foster care, 
as found in literature (see Chapter two) as well as in diagnostic statements of case files 
(Robbroeckx, & Emans, 1997: Robbroeckx et al., submitted) were listed into a system 
of referral categories (see Appendix A). Subsequently, coding rules were formulated 
for every main category, cluster and subcategory of the category system. The final 
version of the coding manual consists of three main categories subdivided into 16 
clusters and 86 subcategories (see Appendix A).
Coding the file statements. The coding-procedure was performed at three different 
levels: at the level of the main-categories, at the cluster level, and at the level of the 
subcategories, respectively, in order to guide the coders more systematically. We 
selected 30 case files at random by a draw for coding the statements. To assess the 
reliability of the codings Cohen’s Kappa’s were computed per level for the statements 
of ‘Problem Analysis’ and ‘Indications for Treatment’ put together. At the level of the 
main categories the reliability was .81, at the cluster level .85 and at the level of the 
subcategories .83. The reliability was determined for the second time after a revision of 
the coding manual on the basis of some discrepancies between the two coders. Another
3 For a complete description of the child-, parent- and family-related main-categories, clusters and 
subcategories as well as of all coding rules for each main-category, cluster and subcategory the reader is 
referred to the manual of the coding system which can be requested from the authors.
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20 case files were selected at random and the statements were coded. Cohen’s Kappa’s 
showed that the reliability for the main categories was similar to the first codings, .81, 
but improved for the clusters and the subcategories, to .89 and .88 respectively.
Research Questions and Data Analyses
The four research objectives are related to the following set of specific research 
questions: (1) Which referral categories are mentioned in the case files, (2) Is there a 
relationship between type of referral and placement status, (3) Is there a relationship 
between type of foster care and success of placement, (4) Is there a relationship 
between type of referral category and success of placement.
The first question could simply be answered by reporting the frequencies with which 
the categories were mentioned in the files. However, in order to see whether these 
figures were really applicable to the whole file, we decided to test whether these 
figures were affected by such factors as age, gender, and part of file. Therefore, we 
calculated mean category frequencies and applied MANOVA’s with age, gender and 
part of file as the independent variables and the mean frequencies as the dependent 
variable. To answer the second and third research question we applied chi square 
analyses. To answer the fourth question we applied ANOVA’s with Bonferroni 
adjustment for multiple comparisons with gender and age as covariates.
Results
Referral Categories
We first report on the mean frequencies found at the level of our main categories 
and the level of subcategories within the clusters, then report on the effects of age and 
gender and finally report the effect of file section. Because we analysed two different 
sections, we refer to each section (Problem Analysis and Indications for Treatment) 
whenever necessary.
Mean frequencies of referral categories. As can be seen from Appendix A, our 
coding system contained three main categories (Child, Parent, and Family related 
categories) each of which included several clusters of subcategories. The mean 
frequencies of all (sub) categories are shown in Appendix A. Here we report on the 
main categories, the clusters most frequently found and subcategories within these 
clusters.
In the file section ‘Problem Analysis’, the ‘Child related’ category (M  = 1.79), 
Parent related’ category (M  = 2.00) and the Family related category (M  = 1.90) are 
equally found in case files, which indicate that they were mentioned around two times 
per case file.
The ‘Emotional and Personality’ cluster (M  = .44) is found most often within the 
‘Child related’ category. ‘Development of Child NEC‘ (CO4) (M  = .17) is the
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subcategory with the highest occurrence (see Appendix A for an overview of the 
clusters and subcategories). Within the ‘Emotional and Personality’ cluster, the 
subcategory ‘Emotional Development NOS‘ (CE6) (M  = .14) is found most often.
Regarding the ‘Parent related’ category the cluster with the highest mean 
frequency is ‘Psychosocial Conditions ’ (M  = 1.17). Within this cluster the 
subcategories most often mentioned are ‘Parental Competency ’ (M  = .48) (PS1) and 
‘Substance Abuse’ (M  = .20) (PS7).
Within the ‘Family-related’ category the ‘Primary Support Group-related’ cluster 
(M  = 1.08) is most often mentioned. Within this cluster ‘Factors related to the Primary 
Support Group NOS’ (FP11) (M  = .34) is the most represented subcategory. Also 
‘Social Support‘ (FE6) (M  = .20) within the ‘Psychosocial and Environmental 
Conditions’-cluster of the family is frequently mentioned.
In the file section ‘Indications for Treatment’, the ‘Parent-related’ category (M = 
.50) is represented slightly higher than the ‘Family-related’ category (M  = .45) and the 
‘Child-related’ category (M  = .44).
The ‘Other Child-related Facts’ (M  = .30) is most frequently mentioned within the 
‘Child-related’ category. Within this cluster ‘Treatment of Child’ (M  = .12) (CO3) is 
most often mentioned.
While in the ’Parent-related‘ category the ‘Psychosocial Conditions’ (M  = .30) 
cluster is most often mentioned with ‘Parental Competency’ (M  = .16) (PS1) as the 
most mentioned subcategory, it is the ‘Primary Support Group’ related cluster (M = 
.27) that is most frequently found with ‘Factors related to the Primary Support Group 
NOS’ (M  = .11) (FP11) as the most often mentioned subcategory within the ‘Family- 
related’ category.
Gender and age differences. To examine gender and age effects, two-way 
ANOVA’s with Bonferroni adjustment for multiple comparisons were computed with 
the three main categories and the 16 clusters as the dependent variables and Gender 
and Age as the independent variables. Age was measured with three stages: pre-school 
(0-6 years), school age (6-12 years), and adolescence (12-18 years). The results for the 
main categories are shown in Table 11
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Table 11
Mean frequencies, standard deviations and F-values for gender and age for the main categories per segment
Mean
Category
Preschool 0-6 years School age 6-12 years Adolescence 12-18 years F-values
Boys Girls Total 
(n=34) (n=35) (n=69)
Boys Girls Total 
(n=48) (n=33) (n=81)
Boys Girls Total 
(n=26) (n=34) (n=60)
Gender Age Gender x Age
Problem Analysis
Child
M 1.59 1.23 1.41a 1.94 1.45 1.74ab 1.69 2.74 2.28b .069 3.173* 3.455*
SD 2 .05 1.77 1.90 1.80 1.56 1.72 1.54 2.05 1.91
Parent
M 2.62 2.11 2.36a 1.75 2.45 2.04a 1.38 1.62 1.52b .577 6.671** 3.644*
SD 1.63 1.02 1.37 1.12 1.44 1.30 1.53 1.46 1.48
Family
M 1.76 1.89 1.83 1.92 2.15 2.01 1.96 1.74 1.83 .037 .371 .360
SD 1.18 1.59 1.39 1.64 2.00 1.79 1.75 1.42 1.56
Indications for Treatment
Child
M .53 .20 .36 .63 .27 .48 .58 .38 .47 7 7 4 7 ** .417 .207
SD .83 .47 .69 1.00 .45 .84 .76 .70 .72
Parent
M .59 .66 a2.6 .52 .73 6 o .27 .15 .20b .199 5.442** .681
SD .78 .87 .82 .77 1.15 .94 .72 .44 .58
Family
M .41 .37 .39 .46 .48 .47 .50 .47 .48 .020 .327 .045
SD .70 .69 .69 .65 .67 .65 .91 .79 .83
Note. For the sake of brevity the mean frequencies of the clusters are not reported in Table 11.
The total group means with different superscripts within a row differ significantly in the Bonferroni multiple comparisons test 
* p  <.05. ** p  <.01
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At the level of the main categories a significant gender effect was found for the 
‘Child related’ category within ‘Indications for Treatment’. The ‘Child related’ 
category occurred more frequently in case files of boys than in case files of girls. This 
means that case files of boys contained significantly more often child related 
statements than case files of girls. Additionally, at the cluster level a significant gender 
effect was found for the ‘Cognitive’ cluster of the parent within ‘Problem Analysis’ 
(F(1, 204) = 4.51, p  < .05) and for the ‘Other Child-related Facts’ within ‘Indications 
for Treatment’ (F(1, 204) = 8.42, p  < .01). Case files of girls contained statements of 
the parent’s cognitive level significantly more often while case files of boys contained 
child related facts significantly more often. On the basis of these results (the fact that 
the cognitive cluster of the parent had the least occurrence in case files and that no 
other significant gender effects were found except for the child related facts) we 
decided to analyse the data of the boys and the girls together.
Table 11 shows that a significant age effect was found for the ‘Child related’ 
category within ‘Problem Analysis’ and for the ‘Parent related’ category within 
‘Problem Analysis’ as well as within ‘Indications for Treatment’. Case files of 
adolescents contained child related statements significantly more often than case files 
of pre-school children (M  = 2.28 versus M  = 1.41), while case files of pre-school and 
school age children contained parent related statements significantly more often than 
adolescents (M  = 2.36 and 2.04 versus M  = 1.52).
Within ‘Problem Analysis’ age effects were found for the ‘Emotions and 
Personality’ cluster of the child (F(2, 204) = 7.46, p  < .001), the ‘Physical Conditions’ 
cluster of the child (F(2, 204) = 4.52, p  < .05), the ‘Psychosocial and Environment’ 
cluster of the child (F(2, 204) = 5.37, p  < .01), the ‘Psychosocial Conditions’ cluster of 
the Parent (F(2, 204) = 5.43, p  < .01), the ‘Primary Support Group’ related family 
cluster (F(2, 204) = 3.25, p  < .05), and the ‘Family Status’ cluster (F(2, 204) = 3.32, p  
< .05).
Case files of adolescents contained significantly more statements about the 
adolescents’ emotions and personality and significantly fewer statements about the 
parents’ psychosocial conditions. Case files of pre-school children contained 
statements about the child’s physical conditions and the family’s status significantly 
more often than case files of adolescents while case files of adolescents contained 
significantly more primary support group related statements. Finally, case files of 
school age children and adolescents contained statements about the child’s 
psychosocial and environmental conditions significantly more often.
Within the ‘Indications for Treatment’ an age effect was found for the 
‘Psychosocial Conditions’ cluster of the parent (F(2, 204) = 6.16, p  < .01). Case files 
of adolescents contained significantly fewer statements referring to the parent’s 
psychosocial conditions.
Table 11 shows also that interaction effects between gender and age were found 
for the ‘Child related’ category and for the ‘Parent related’ category. Post Hoc Tests
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(Bonferroni and Dunnett T3, p  < .05) revealed that child related statements are found 
in case files of adolescent girls significantly more often than in case files of pre-school 
girls. Parent related statements are found significantly more often in case files of pre­
school boys compared to case files of adolescent boys and girls, and in case files of 
school age girls compared to adolescent boys.
At the cluster level significant interaction effects were found for the ‘Emotions 
and Personality’ cluster of the child (F(2, 204) = 3.10, p  < .05) within ‘Problem 
Analysis’ and for the ‘Emotions and Personality’ cluster of the parent within ‘Problem 
Analysis’ (F(2, 204) = 4.36, p  < .05) and within ‘Indications for Treatment’ (F(2, 204) 
= 4.03, E < .05). Statements of the child’s emotions and personality are found 
significantly more often in case files of adolescent girls compared to case files of pre­
school boys and girls. With respect to the ‘Emotions and Personality’ cluster of the 
parent no further differences between groups were found.
In summary, it seems that each specific age group (preschool, school age and 
adolescence) is characterised by its own specific age related problems when referred to 
foster care.
File sections. Multivariate ANOVA’s with Bonferroni adjustment for multiple 
comparisons with ‘Problem Analysis’ and ‘Indications for Treatment’ as within subject 
factors were computed to examine whether differences existed between ‘Problem 
Analysis’ and ‘Indications for Treatment’ in the frequencies of child, parent, or family 
related statements. Table 12 shows the results for the three main categories.
As Table 12 shows the ‘Child related’ category, the ‘Parent related’ category, and 
the ‘Family related’ category are represented significantly more often in ‘Problem 
Analysis’ than in ‘Indications for Treatment’. Furthermore, all the clusters are 
represented significantly more often in ‘Problem Analysis’ than in ‘Indications for 
Treatment’ except for the ‘Other Child-related Facts’ (F(1, 209) = 1.59, p  = n.s.). Fifty 
five out of the 86 subcategories were found to be significantly more represented in 
‘Problem Analysis’ than in ‘Indications for Treatment’ except for ‘Treatment of Child’ 
(F(1, 209) = 6.60, p  < .05) which was significantly more often represented the other 
way round. In general, ‘Problem Analysis’ contained more diagnostic information than 
‘Indications for Treatment’.
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Table 12
Mean frequencies (and standard deviations) and F-values for the main categories per 
segment(N=210)
Segment
Problem Analysis Indications for Treatment
Main categories M SD M SD F
Child related category 1.79 1.86 .44 .76 97 73***
Parent related category 2.00 1.41 .50 .83 232.63***
Family related category 1.90 1.60 .45 .72 175.34***
Note. For the sake of brevity the mean frequencies of the clusters are not reported in Table 12. 
*** p  < .001
Type o f  Referral and Placement Status
To explore the relationship between type o f  referral and placement status Chi- 
square tests with ‘Type o f  Referral’ (Foster Care versus Foster Care by Default) and 
‘Placement Status’ (five levels: Unknown, N ot placed, External End o f  Placement, 
Successful placement, and Non-successful placement) as variables were computed.
O f all the children referred to foster care, 89 % (N  = 186) had indications for foster 
care and 11 % (N = 24) had indications for foster care by default. ‘Type o f  Referral’ 
was found to be associated with ‘Placement Status’ (x  (4, N  = 210) = 17.120, p< .01). 
The standardised residuals were computed to find the cells with the highest 
contribution to the significant p-value. This revealed that 'Foster Care by Default' was 
significantly associated with 'Not Placed'. In other words, children with ‘Foster Care 
by Default’ indications are relatively less often placed within a foster family than 
children with a regular ‘Foster Care’ indication.
Type o f  Foster Care and Success o f  Placement
To examine the relationship between success o f  placement and type o f  foster care 
Chi-square Exact Tests were computed for ‘Success o f  Placem ent’ (Successful versus 
Non-successful) with ‘Type o f  Foster Care’ (six levels: Crisis Relief, Short Stay N on­
relative Foster Care, Long Term Non-relative foster care, Short Stay Kinship Care, 
Long Term Kinship Care and Other Types o f  Foster Care) for the group with 
indications for ‘Foster Care’. N o significant relationship was found between ‘Success 
o f  Placem ent’ and ‘Type o f  Foster Care’ (x2 (5, N  = 136)= 5.989). In other words, each 
type o f  foster care is equally successful. Although the ‘Foster Care by Default’ group 
consisted o f  successful placements only (N  = 11) further analyses showed that ‘foster 
care by default’ children are placed within crisis relief (N  = 5) or short stay non­
relative foster families (N  = 6).
To find out whether gender and age differences exist for the group with regular 
indications for foster care two-way A N O V A ’s with Bonferroni adjustment for multiple
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comparisons were computed with the three main categories and the 16 clusters as the 
dependent variables and Gender and Age (three levels of age: pre-school: school age, 
adolescence) as the independent variables.
The significant gender effects found are equal to the gender effects found in the 
overall referral group (see Table 11), except for the ‘Cognitive’ cluster of the parent. 
The significant age effects were also similar to the age effects for the overall group, 
except for the ‘Child related’ category and for the ‘Family Status’ cluster of the family 
within ‘Problem Analysis’.
Significant interaction effects between gender and age were found for the ‘Child 
related’ category within ‘Problem Analysis’ (F(2, 180) = 3,48, p  < .05) and for the 
‘Emotions and Personality’ cluster of the parent within ‘Indications for Treatment’ 
(F(2, 180) = 3,89, p  < .05). As was found for the overall referral group, there were 
differences between the frequencies of child related statements in case files of 
adolescent girls and pre-school girls.
Referral Category and Success of Placement
To see whether specific referral categories were related to success of placement 
Univariate ANOVA’s with Bonferroni adjustment for multiple comparisons were 
performed per file section for the ‘Foster Care’ group4 with the three main-categories 
(e.g., Child, Parent and Family) and the 16 clusters (the 7 child-, 6 parent- and 3 
family-related clusters) as the dependent variables and ‘Success of Placement’ 
(‘Successful’ versus ‘Non-successful’) as the independent variable. Of the placements, 
89 % were considered successful and 11 % non-successful.
Table 13 shows the mean frequencies for the main-categories related to success of 
placement.
4 Remind that the ‘foster care by default’ group consisted only of successful placements and are 
therefore not analysed.
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Table 13
Mean frequencies (and standard deviations) and F-values for the main-categories 
related to success o f placement
Main categories
Successful 
(n=121) 
M SD
Non-successful
(n= 15)
M SD F
Problem Analysis
Child related category 1.66 1.93 2.13 1.36 .85
Parent related category 2.21 1.40 1.53 1.51 3.12
Family related category 2.10 1.64 1.33 1.35 3.01
Indications for Treatment
Child related category .27 .52 .60 .83 4.60*
Parent related category .50 .86 .93 1.10 3.13
Family related category .44 .68 .73 1.10 2.15
Note. For the sake of brevity the mean frequencies of the clusters are not reported in Table 13. 
* p  < .05
Concerning the section ‘Problem Analysis’ no significant effects were found for 
the ‘Child related’ category, the ‘Parent related’ category and the ‘Family related’ 
category. At the level of the clusters the following significant effects were found: the 
‘Emotions and Personality’ cluster of the parent (F  (1, 134)= 4.94, p  < .05) and the 
‘Family Status’ cluster (F  (1, 134) = 3.93, p  < .05) occurred more often in successful 
placements while the ‘Other Child-related Facts’ cluster (F  (1, 134)= 22.34, p  < .001) 
occurred more frequently in the non-successful placements.
With regard to the ‘Indications for Treatment’ section a significant effect was 
found for the ‘Child related’ category (F  (1, 134) = 4.60, p  < .05). The ‘Child related’ 
category occurred more often in non-successful placements. Univariate ANOVA’s 
were not computed for the clusters due to the low frequencies in this segment.
Nearly all referral factors mentioned in the files relate to negative conditions (e.g., 
lack of housing). Only in one fourth of the cases (52 out of 210 cases) also positive 
conditions (e.g., social support) were mentioned and the total percentage of codings 
based on positive conditions was 5%. The first three research questions could be 
answered without deleting this small number of positive conditions. However, in 
interpreting the effect of referral category on placement success, we wanted to control 
for the effect that the inclusion of positive conditions might have had. Therefore, we 
excluded the positive conditions from our data and repeated the analyses.
The re-analysis of the main categories of the ‘Problem Analysis’ section 
confirmed the outcome of the first analysis. No significant effect was found. The re­
analysis at the level of the clusters only confirmed the significant effect for the Other 
Child-related Facts’ cluster (F  (1, 134) = 4.03, p  < .05). The re-analysis of the main
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categories of the ‘Indication for Treatment’ section not only confirmed the significant 
effect for the ‘Child related’ category (F(1, 134) = 7.82, p  < .01) but also showed a 
significant effect for the ‘Parent related’ category (F(1, 134) = 4.41, p  < .05).
Discussion
In the present study, we first examined whether diagnostic categories were related 
to foster care referrals. Second, we explored the relationship between type of foster 
care referral and placement status. Third, we studied the relationship between success 
of placements and types of foster care. Finally, we related referral categories to the 
success of foster care placements. Furthermore, we explored age and gender 
differences. In discussing our findings we follow the same order.
Referral Categories
The analyses of the referral categories related to foster care referrals showed that 
the ‘Child related’ category, the ‘Parent related’ category, as well as the ‘Family 
related’ category were significantly more often found in ‘Problem Analysis’ compared 
to ‘Indications for Treatment’. That is, diagnostic statements were found in almost 100 
% of the ‘Problem Analysis’ whereas this was only in 66 % of the ‘Indications for 
Treatment’. Other Dutch studies on indications for treatment report that indication 
formulations for treatment absent in case file samples were as low as 50 % (Faas, 
1993).
No relationship was found between statements in ‘Problem Analysis’ and 
‘Indications for Treatment’ where one could expect it according to the order of steps in 
diagnostic processes in which the analyses of the family’s problems precede the 
indication formulations for treatment. It is not surprising that this relationship is not 
found when we consider that in 34 % of the case files no reasons for treatment were 
formulated, and that the quality of the indication formulations in 35 % of the other 66 
% of the case files was very low (these 35 % contained at least one statement coded as 
‘Not Otherwise Specified’). It seems that out-of-home placement decisions are not 
based on systematically gathered information but, for instance, on idiosyncratic 
decision making (Pelton, 1989; Lindsey, 1992) or subjective judgement (Bates et al., 
1997; Knorth, 1995).
Further, in the case files parent and family related statements were more 
frequently reported than child related statements. Especially statements related to the 
parent’s psychosocial conditions (i.e. Parental Competency, Substance Abuse, Child 
Neglect) and to the primary support group (Factors related to the Primary Support 
Group Not Otherwise Specified) were most frequently found. The high occurrence of 
‘Psychosocial Conditions of the Parent’ statements in foster care case files is in 
correspondence with the findings reported by De Meyer et al. (see Chapter Two). They
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suggested that although child factors are frequently found in empirical studies the 
parental factors are regarded as more decisive in foster care referrals. Finally, the high 
occurrence o f  ‘Social Support’-statements within the family cluster ‘Psychosocial and 
Environmental Conditions’ implies that (the lack of) social support is also an important 
factor in foster care referrals. The child stays with social network members (e.g., 
grandparents, friends, neighbours etc.) when available, otherwise the child is placed 
within a non-relative foster family.
A  striking finding was the low  percentage o f  child abuse reported (different types 
o f  child abuse were reported in only 10 % o f  the files). This finding suggests that case 
workers do not easily recommend foster care in cases o f  child abuse, which is in 
accordance with Lindsey (1991), who found that most young children referred for 
abuse are not placed in foster care. Furthermore, Behaviour o f  the Child is the most 
reported factor in the literature (see Chapter Two) contrary to Parental Competency 
which is reported most in case files in the present study. Robbroeckx et al. (submitted) 
reported that (poor) Parental Skills, which is comparable with Parental Competency, 
were represented mostly in ‘Problem Analysis’ statements (55 %). Apparently,
Parental Competency is the most influential factor in the foster care decision-making 
processes, while Behaviour Problems o f  the Child are not.
The fact that case file information partly revealed other factors than the literature 
reports could be attributed to the different methods used in empirical studies. In many 
studies (Cantos et al., 1996; Courtney, 1998; Dalgleish & Drew, 1989; Knapp et al., 
1987; Scholte, 1997; Takayama et al., 1998) standardised instruments were used 
whereas this study used ‘raw’ case file information. Standardised instruments could 
have overlooked relevant factors whereas ‘raw’ case file information covers a wide 
spectrum o f  factors. Nevertheless, one can question the use o f  diagnostic case files in 
research while the indication formulations are nearly always o f  poor quality as stated 
earlier, but w e remind the reader that the majority o f  the reported findings are based on 
‘Problem Analysis’ which were present in almost 100 % o f  the files and that these 
descriptions were o f  moderate quality. Furthermore, the analyses in this study were 
based on an extensive list o f factors (as described in the coding manual) to explore 
relevant factors.
Finally, statements about the diagnostic categories were found significantly more 
in ‘Problem Analysis’ except for the ‘Treatment o f  Child’ statements which were 
found more often in ‘Indications for Treatment’. N ext to ‘Treatment o f  child’ 
statements the indication formulations for treatment were characterised by ‘Parental 
Competency’ statements and vague statements related to the ‘Primary Support Group’. 
After having scrutinised the statements about the child’s previous treatment it seemed 
to us that the gathered information is transferred into reasons for foster care and/or 
against other forms o f  care to justify the indications for foster care. This is not 
surprising because gathered information o f ‘Problem Analysis’ indirectly is used to 
formulate the indications for treatment. Other striking findings were the number o f
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statements related to the ‘Referral System’, and statements o f  ‘Factors Not Elsewhere 
Coded’. The referral system statements usually refer to the care system ’s placement 
problems (i.e. waiting-lists). These care system problems were also noticed by Knorth
(1995), who stated that, when it is hard to find a place, agencies sometimes revise their 
initial decision regarding the type o f  placement. As a consequence, some children are 
referred to foster care by default. But, it is especially the occurrence o f  statements 
about factors not elsewhere coded that w e view ed as striking, or maybe even 
embarrassing, because they were nearly always vague statements and therefore not to 
be interpreted by the encoders. This points to the (poor) quality o f  the formulated 
indications for treatments, as also noted by Faas (1993) and Pelton (1989).
Further, w e found significant gender and age effects with respect to foster care 
referrals. With respect to gender case files o f  boys contained significantly more child 
related statements than case files o f  girls, and with respect to age, in general, the case 
files o f  pre-school children (0-6 years) contained relatively more statements about their 
physical conditions and about the fam ily’s status, while the case files o f  school age 
children (6-12 years) contained relatively more statements about their parents’ 
psychosocial conditions as well as their own. Finally, the case files o f  adolescents (12­
18 years) contained relatively more statements about their emotions and personality, 
their primary support group and, as seen in the case files o f  school age children, their 
own psychosocial and environmental conditions.
With respect to interaction effects, case files o f  adolescents contained relatively 
fewer statements about their parents than case files o f  pre-school boys. Furthermore, 
the case files o f  adolescent girls contained relatively more statements referring to their 
emotions and personality than the case files o f  pre-school girls.
In summary, adolescents have relatively more internal and relationship problems when 
referred to foster care while pre-school children have relatively more medical 
conditions or parent related problems. These findings are in correspondence with 
findings o f  other out-of-home placement or foster care studies. In The Netherlands, for 
example, Haagen et al. (1983) and Reeuwijk and Berben (1988) found that younger 
children are placed out o f  home because o f  the problematic home situation while older 
children are place out o f  home because o f  personal problems. In other countries, i.e. 
the United States o f  America, Iglehart (1993) and Glisson (1996) suggested that 
adolescents are more likely to enter care because o f  problems related to their 
behaviour. Younger children and girls are more likely to enter care for reasons o f  
neglect and parental conditions (e.g., the economic situation o f  the parents) while older 
children enter care because o f  delinquent behaviour (Lindsey, 1991, Glisson, 1996, 
Takayama, et al., 1998). According to developmental theory, adolescence as a life 
stage, is characterised by a period o f  big changes as physiological development and the 
drive to individuation occur simultaneously (Specht & Craig, 1982). Adolescents are 
facing choices and challenges that often test them beyond their level o f  maturity while
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parents are tested beyond their capacity to cope or respond appropriately. The above 
findings indicate that case workers should be aware o f  the different kinds o f  risk 
factors or problems related to gender and age when referring children to foster care: 
risk factors alone do not give enough information, neither do gender or age. In general, 
it seems that different age groups are referred to foster care for different kinds o f  
reasons, and that foster care can treat this wide range o f  problems (in v iew  o f  the 
success rates found in this study).
Type o f  Foster Care and Placement Status
The exploration o f  the relationship between type o f  foster care and placement 
status revealed that children and adolescents with ‘foster care by default’ indications 
were significantly less often placed within a foster family than children and 
adolescents with regular ’foster care’ indications. The reasons were that parents 
withdrew placement, other placement solutions were found in the meantime, or no 
eligible foster family was available. It looks as if  incorrect referrals, what ‘foster care 
by default’ indications actually are, are partly ‘selected’ at the gate o f  the foster care 
agencies. The children who are admitted finally were successfully placed in crisis 
relief or short-stay non-relative placements.
Type o f  Foster Care and Placement Success
Concerning the third aim o f  the present study w e examined the success or non­
success o f  six types o f  foster care. Eighty nine per cent o f  the placements were 
considered successful and 11 % non-successful. W e found that the types o f  foster care 
were not significantly associated with successful placements. In other words, each type 
o f  foster care has more or less the same success and failure rate, regardless o f  the 
length o f  placement. This is a remarkable finding because it seems obvious to us that 
the length o f  placements effects the success or non-success. The success rate o f  short- 
stay placements could have surpassed the success rate o f  long-term placements 
because short-stay placements are less o f  a burden to foster families, but this seemed 
not to be the case.
Referral Categories and Placement Success
With respect to the fourth aim w e found that the Emotional and Personality-cluster 
o f  the Parent as well as the ‘Family Status’ cluster occurred more frequently in 
successful placements while the ‘Other Child related Facts’ occurred more frequently 
in non-successful placements. Apparently, for parents with emotional or personality 
problems (e.g., mood problems, psychiatric problems, or problems with emotional 
well-being), or with ‘Family Status’ problems (e.g., housing problems, financial 
problems, or legal custody problems) who therefore were not in a position to raise their 
child properly, foster care is the right solution. Otherwise, ‘Other Child related Facts’, 
especially previous treatment o f  the child, relate to non-successful placements. The
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negative influence o f  previous placements on a current placement can be considered as 
a contra-indication for foster care which is in correspondence with Glisson (1996) and 
Courtney (1998) who found that a history o f  no or very few  previous placements is 
related to succesfull foster care placements. However, Takayama et al. (1998) found 
that failed placement was a reason for foster care. These contradictory findings suggest 
that more research is needed on reasons for foster care placements.
The high percentages o f  the reported successes (89 %) and low  failure rates (11 
%) o f  the placements need special attention. These percentages were surprising when 
w e considered the success rates reported by other Dutch authors (Reeuwijk & Berben, 
1988; Robbroeckx & Bastiaensen, 1992; Van der Ploeg, 1993; Scholte, 1997). These 
studies report failure rates o f  25 to 50 %. There may be several reasons why the 
present study reports higher success rates. Firstly, it might be argued that the high 
percentages o f  success in the present study could have been caused by a non­
representative sample. However, this seems very unlikely to us because the two 
participating foster care agencies in this study were selected carefully from a sample o f  
Dutch foster care agencies approved by the Nationale Innovatie Com m issie Pleegzorg.
Secondly, w e suppose that the Dutch referral system and the admission procedures 
o f  foster care agencies have been improved significantly since the previous 
studies’data was collected. The situation may have developed positively since the 
founding o f  the Regional Diagnostic Audit Panels, who check the indications for 
treatments (see Chapter Two). Because the majority o f  the children in our sample have 
been referred to foster care in the experimental phase o f  these Diagnostic Audit Panels, 
they could have profited by these developments.
Finally, many foster children and foster parents received extra help or care during 
the placements, such as family projects at home, weekend foster care, therapy for the 
foster child et cetera, with the purpose o f  relieving workload. These extra services 
could have influenced the placement outcomes as it enabled foster parents to continue 
the placement.
Concluding suggestions
The results o f  the present study, in particular with regard to the indications for 
treatment, must be considered with caution in the view  o f  the low  frequencies o f  the 
categories on which the results are based. Therefore, follow-up research must be based 
on larger samples in order to draw more far-reaching conclusions from this type o f  
data.
Follow-up research on diagnostic factors that relate to indications for foster care 
and to success o f  placements is needed, because it can reveal important diagnostic 
information. This may lead to better and clearer indication formulations for foster 
care, which can contribute to a referral system in which the right type o f  children are 
referred to (the right type of) foster care. This type o f  research may enhance the
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knowledge o f  relationships between types o f  foster care and diagnostic factors on the 
one hand and success o f  placements on the other.
The development o f  a coding system for case files o f  residential settings should 
be initiated as well. Then, more knowledge o f  factors influencing referrals to 
residential care could be revealed, and o f  factors that relate to successful residential 
placements. These results could then be compared with foster care data and could 
disclose more knowledge on which children have to be referred to foster care, and 
which children to residential care.
Finally, w e suggest that rules have to be formulated to improve the quality o f  
case files. W e believe that more adequate documentation o f  diagnostic information 
would be o f  great value to anyone who is involved in the field o f  childcare. It can, for 
example, support colleagues to take over a case and it can be a reference work for 
anyone who wants particular information about a client. It can also provide the 
necessary information to researchers who study the course o f  decision-making 
processes.
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Introduction
In the Wet op de Jeugdhulpverlening o f  1989 it is formally stated that diagnosis, 
including the indications for treatment, has to be an independent activity in youth care.
From that time the placement agencies (i.e. the Bureau Jeugdzorg ) have had the task 
to execute the decision processes and to assess the indications for treatment 
systematically (Article 25, Wet op de Jeugdhulpverlening 1989). The Nationale 
innovatie Com m issie Pleegzorg decided in 1995 that improving the quality o f  the 
indications for foster care had major priority. Two years later, the 'Entry' project 
published standards o f  quality for the indications for treatment (Nota, van der Schaft & 
van Yperen, 1997, 1999). According to these standards o f  quality for care the 
indications for treatment must document by means o f  diagnostic data the decisions 
concerning the need for care, the aim o f  care as w ell as the type o f  care to be offered.
The Wet op de Jeugdhulpverlening and the report on standards o f  quality for care (Nota 
et al., 1997) mark important achievements at the political and policy level and document the 
community’s need for an adequate referral system. Researchers in the field also expressed 
the same need. With respect to The Netherlands, Emans and Robbroeckx (1997) found that 
30 % o f  the children referred to foster care had indications for another type o f  care rather 
than foster care. They draw the conclusion that case workers o f  placement agencies and 
foster care agencies have different ideas about which children will benefit most from foster 
care services. The lack o f  a consistent v iew  on placement decisions between caseworkers is 
not a typically Dutch matter. It is reported in other countries as well and has been attributed 
to various causes. In 1989 Pelton argued, for instance, that standards for the benefit o f  out- 
of-home placement are defined vaguely and broadly and, therefore, resulting in extreme 
differences in decision-making among social care agencies and workers. Furthermore, 
Pelton (1989) as well as Lindsey (1992) assumed that many children in the United States 
were removed from home wrongly or left at home wrongly. Lindsey (1992) even compared 
the foster care referral system to a lottery. Finally, Bates et al. (1997) concluded that 
empirically grounded standardised criteria for placement decisions were still lacking. 
Obviously, these reports express the need for well-defined criteria for foster care.
However, as far as w e know, no operating referral system o f  any substantive body 
is at yet available in The Netherlands. Therefore, the aim o f  this article is to contribute 
to the development o f  such a system. More precisely, w e want to contribute to the 
development o f  a referral system that operates at the phase o f  deciding what type o f  
out o f  home placement should be indicated. In pursuing this aim w e went through the 
follow ing steps. First, w e wanted to have a good description o f  the comprehensive 
Dutch referral system. The description is necessary: not only in order to see the general 
architecture o f  the system, but also to identify the data that are used as input for the
5. A referral procedure for foster care in The Netherlands
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out-of-home placement system. Second, w e looked at referral systems developed in 
countries other than The Netherlands to see whether they could be helpful in setting up 
our own system. Subsequently, w e designed a referral model that can be conceived o f  
as the construction plan for a naturalistic decision system that can operate in the 
workplace. Finally, w e described the steps that must be taken in order to transform the 
model into an operating system. N ext w e will report on each o f  these consecutive 
steps.
The Dutch Foster Care System
The organisational decision flow  as it exists between the participating agencies in 
the foster care system in The Netherlands is shown in Figure 2.
The decisional process starts with a referral to Bureau Jeugdzorg (see Chapter 
one). One o f the formal tasks o f  the Bureau Jeugdzorg5 is to make proposals for a 
particular form o f  out-of-home placement and in addition to formulate the goals o f  
treatment. Once the Bureau Jeugdzorg has decided which form o f  care has to be 
offered an independent Regional Diagnostic Audit Panel has to affirm the formulated 
indications. When the Regional Diagnostic Audit Panel gives its approval the child 
will be referred to the indicated care. The decisions o f  a Regional Diagnostic Audit 
Panel are binding in the Dutch youth care system which implies that the care agencies 
(including foster care) are not allowed to refuse the referred child. In this stage o f  the 
referral process the foster care agencies have the task to match the characteristics o f  
the child with the characteristics o f  the recruited and selected foster care families. If 
this matching-process succeeds then arrangements are made to place the child in the 
foster family. W hen the matching-process fails the case will be returned to the Bureau 
Jeugdzorg. The Bureau Jeugdzorg then has to consider other options. After a period o f  
six months the Bureau Jeugdzorg has to evaluate and redefine, i f  necessary, the 
indications for treatment. Regarding foster care this implies continuation o f  the care in 
a foster family or referring the child to another form o f care. It may be obvious that in 
the most preferable situation the child will be placed home again.
5 In case of court orders (supervision orders or withdrawal of parental rights) the function of the Bureau 
Jeugdzorg is carried out by the Raad voor de Kinderbescherming [The Council of Protection of 
Children] on the advice of a kinderrechter [magistrate of a juvenile court]. Guardianship agencies then 
execute these court orders and formulate the indications for treatment, i.e. foster care.
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Figure 2. The organisational decision flow  o f  the Dutch referral system
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Referral systems developed abroad
The most basic decisions foster care workers have to make are whether a child 
must be placed outside the home or not. This basic decision is not specific to the field  
o f  foster care but applies to the broad field o f  out-of-home care o f  which foster care 
and residential care are the main forms. Referral systems with respect to out-of-home 
care must not only deal with the question whether a child should be placed out o f  
home, but also whether foster care is preferable to residential care or not. It follows 
that the out-of-home placement referral system, as well as specific foster care referral 
systems, are informative sources to study when developing a foster care system. As it 
turned out, most publications that aim at analysing the referral process deal with the 
basic issues o f  out-of-home placement. Therefore, in the follow ing no strict partition is 
made between publications referring to foster-care and out-of-home placement 
decisions.
Glickman (1957) and Kline and Overstreet (1972) thoughtfully analysed the interactive 
placement process within a psychodynamic framework and pointed to weaknesses and 
flaws that easily can affect the work o f  caseworkers. Glickman (1957) and Kline and 
Overstreet (1972) delineate the type o f  information case workers should collect but did not 
present, as was also noticed by Lindsey (1992), a clear-cut procedure to handle placement 
processes. For example, Kline and Overstreet (1972) formulate only global procedural 
guidelines by mentioning that the procedure consists o f  two major stages, an exploratory 
stage and a stage o f  the full study for placement, respectively. The goal o f the exploratory 
stage is to determine whether placement is indicated or not. The goal o f  the full study is to 
confirm the need for placement and to produce adequate information regarding the duration 
o f  the placement, the services needed by the child or family, the most appropriate treatment 
setting, the preparation o f  the foster parents to the placement, and the planned contacts 
between the child and the biological parents.
W hile Glickman (1957) and Kline and Overstreet (1972) focused on the interaction 
between client and caseworker, Pine (1987) concentrated on the ethical dimensions 
involved in making decisions about removing children from their homes. What she 
proposed as a decision model actually consists o f  a list o f  10 questions to “ foster improved 
ethical reasoning primarily on a case-by-case basis” (p.317). The questions phrased by Pine 
no doubt represent important ethical criteria and can be used to evaluate the ethical quality 
o f  decision-making processes. However, the decision model contains no procedural 
guidelines for approaching the questions put forward in the model.
The same can be concluded with respect to Scannapieco and Hegar's proposal o f  a non- 
traditional assessment framework for formal kinship homes (1996). Scannapieco and Hegar
(1996) give an evaluation and description o f  factors that should be taken into account. They 
arranged these factors according to two different types o f  decisions, first placement and 
permanent placement, respectively, without specifying either assessment or decision rules.
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DePanfilis and Scannapieco (1994) reviewed 10 carefully selected models used in 
assessing the safety and risk conditions o f  children who must be placed eventually out 
o f  home for their protection. They observed “The level o f  detail and specificity o f  
these models varied considerably and generally increased in sophistication through the 
years” (p.233). A  closer look at these models reveals that these are no stage models 
that cover all the necessary steps o f  the placement process. Instead, all the models are 
actually criterion models; they prescribe which kind o f  criteria must be involved in 
performing the assessment process. The criterion models operate directly via 
instruments covering the criteria prescribed by the model.
According to DePanfilis and Scannapieco (1994) only the models described by 
D ew , Kern, and Sheets (1992) and Beveridge and Topper (1992) include instruments 
which are designed to assess not only risky conditions, but also ’’alternative service 
responses for keeping a child safe (including placement as a last alternative), and 
develop a safety plan that delineates the tasks and services to be provided to ensure 
child safety” (p.234). However, the two models are limited in two respects. They offer 
no decision rules and their service options are formulated only from the perspective o f  
safeguarding. On the other hand, the good thing is that both models present the 
alternative options as a list o f  ordered preferences, which is a basic component o f  
decision systems.
In 1990, W oolf presented such an ordered list from the comprehensive perspective 
o f  foster care. The placement alternatives, which she proposed, are arranged according 
to the International Rights o f  the Child (see UNICEF, 1990) on a continuum ranging 
from the least to the most intrusive treatment and placement options. Day care being 
the least intrusive alternative, the arrangement o f  options in ascending order o f  
intrusiveness are: day care, day treatment, parent placement facility (perpetrator), 
assessment shelter, regular foster home, therapeutic foster home (3 levels), couple 
group home (4 to 6 residents), rotating shift group home (4-10 residents), residential 
treatment facility (10-15 residents), and hospitalisation.
W oolf (1990) presented a list o f  ordered options, without specifying the decision  
rules child welfare workers should follow  to select the preferred option in the 
particular case. Schuerman and Vogel (1986) attained such a rule specification and 
presented the structure o f  an experimental consulting program for child welfare 
workers called PLACECON (Placement Consultant). This consulting program 
contains a knowledge base o f  44 ‘IF- THEN’ statements which allow choosing  
between seven placement options arranged from the least to the most restrictive. 
PLACECON uses the follow ing order o f  preference: home, relatives, friends, adoption, 
foster home, special foster home and institution. PLACECON makes an important 
contribution to foster care decision-making by standardising the decision process 
through decision rules. However, in contrast to the criterion based models and 
instruments described by DePanfilis and Scannapieco (1994), the knowledge used by
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PLACECON does not contain assessment data o f  family or child problems and, 
therefore, covers only a selected section o f  the relevant knowledge available.
Toward the Construction o f  a Referral M odel
Alm ost all o f  the publications referred to in the previous section focus on one particular 
facet o f  what would constitute a comprehensive referral system. Taken together these 
publications demonstrate that a referral system must contain; (1) a list o f  options, 
hierarchically ordered according to the principle that always the least intrusive option must 
be pursued whenever possible (UNICEF, 1990; W oolf, 1990), (2) a set o f  relevant factors 
that must be assessed in order to document the decisions (DePanfilis & Scannapieco, 1994; 
Glickman, 1957; Kline & Overstreet, 1972; Scannapieco & Hegar; 1996), (3) instruments 
that guarantee an objective data collection (Beveridge & Topper, 1992; Dew , Kern, &
Sheets ,1992 as cited in DePanfilis and Scannapieco, 1994), and (4) decision rules that 
guarantee an objective, and transparent decision process (Schuerman & Vogel, 1986).
However, in designing and implementing a comprehensive system, one also has to pay 
attention to the restrictions o f  the decision context at the organisational and workplace level. 
Organisational restrictions refer to the limits set by the organisation on time, money, 
equipment, and personnel. Moreover, because the referral system must operate in the hands 
o f  professionals as a substantial part o f  their daily work, it seems w ise to execute the whole 
construction process in close co-operation with the field. In combining this field-oriented 
construction strategy with the outcomes o f  the literature search one may think o f  a referral 
system construction going through three consecutive phases, namely; (1) modelling, (2) the 
construction o f  decision-making tools, and (3) validation. In the rest o f  this section each o f  
the phases will be specified and supplemented with suggestions for further actions. Taken 
together these specifications and suggestions represent a proposal for how to further 
enhance the diagnostic quality o f  foster care. It should be noted that this proposal is 
completely ‘conceptual’ in the sense that it is based on information gathered through 
literature and study.
M odelling
The phase o f  m odelling includes at least the consecutive steps o f  designing the model 
and testing the credibility. Testing the m odel’s credibility in an early stage will prevent 
unforeseen fundamental discussions later on and will be a good starting position for further 
co-operation with the field.
The m odel. The referral model should include a list o f  options hierarchically 
ordered according to the principle o f  least intrusion; the least intrusive option must be 
chosen whenever possible. The model proposed is depicted in Figure 3.
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Indications 
for treatment
Figure 3. The hierarchically organised structure o f  the referral model proposed
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The hierarchical structure of the model is based on the principle of the least 
intrusive option. This principle has been promoted by W oolf (1990), and is in 
agreement with the Wet op de Jeugdhulpverlening of 1989 (Deerenberg, 1990). Article 
23 of this act states that always the least intrusive care measure for family life should 
be taken. According to this principle the act mentions four main categories of childcare 
in the following order of preference: ambulant care, day care, foster care and 
residential care. Ambulant care and day care are represented by out-patient care in 
Figure 2. The general idea behind this principle is that continuation of the regular 
family life offers the best guarantee for a healthy cognitive and social-emotional 
development of the child. From this perspective foster care is considered as a 
replacement of a natural life situation (family life) and, therefore, preferable to 
residential care.
However, whenever the option of foster care has to be recommended, caseworkers 
have to choose between different types of foster care as offered by the Dutch foster 
care system. To be in accordance with the spirit of the act, these types of foster care 
should be considered from the perspective of the principle of least intrusion. According 
to this principle the three available alternatives should be arranged as follows: kinship 
or social network foster care, non-relative foster care and therapeutic foster care 
(TFC), the first mentioned type of foster care being the least intrusive. In contrast with 
kinship and non-relative foster care, TFC is specifically meant for children and 
adolescents with serious emotional disturbances or children with conduct disorders 
(Murphy & Callaghan, 1989; Kutash & Rivera, 1995). TFC can be considered as an 
interim form between foster care and residential care. Kutash and Rivera (1995), for 
example, consider TFC as the least restrictive form of residential care. Finally, the 
Dutch foster care system offers short-stay as well as long-term kinship and non­
relative foster care. In accordance to the principle of least intrusion, short-stay should 
be preferred to long-term foster care.
The present comprehensive case management structure consists of different steps 
as depicted in Figure 4. The schematic presentation is based on Nota et al. (1997,
1999).
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Indications for 
treatment
Diagnosis Allocation of care
Screening
Placement
Registration Evaluation Dismissal
Figure 4. The schematic presentation o f  the decision flow
Our model gives the blueprint for the fourth step: indications for treatment. In the 
Dutch system evaluation must take place six months after the placement. This covers 
both the indications and placements. Our model also offers the anchor point for the 
evaluation o f  the indication for treatment step because this step must be executed 
according to the principles o f  the model and the working procedures based on these 
principles.
Credibility check. Credibility refers to the trust professionals put in the model as truly 
reflecting the kind o f  decision-making they are supposed to execute. One can imagine that 
this credibility depends on the perceived fit o f  the model with context conditions such as the 
comprehensive case management structure (model location), the underlying principle o f  the 
least intrusive care approach, and the contents o f  law and jurisdiction. It is expected that 
agencies as w ell as individual care workers indeed will perceive the model to fit with each 
o f  the conditions just mentioned. Nevertheless, w e suggest that this be checked by 
interviewing representatives o f  the different levels o f  expertise (field workers, 
administrators, and department officials) involved in the foster care referral system. 
Although w e do not expect the referral system to change in the near future, it may well be 
possible that the field w ill ask for further differentiation o f  the options ‘care at hom e’, ‘out­
patient care’ and ‘residential care’ (see Figure 3). Also, the foster care types already 
distinguished in the model can be further specified when other types o f  foster care, such as 
crisis relief, weekend foster care and family homes, are incorporated. Finally, as already 
stated, a check on the credibility o f  the model with field representatives is seen as an 
important condition for securing further co-operation.
Constructing decision tools. The referral model highlights the principles o f  the 
decision-making process by making its structure and flow  transparent. It does not allow  
executing the process in an objective way. To establish and maintain objectivity, 
caseworkers must rely on tools which aid in decision-making. At least two kinds o f  tools 
can be distinguished; assessment tools and decision-making tools in the proper sense. 
Assessm ent tools refer to the evaluation o f  the state o f  the family system with respect to the
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risk the family members bear on the child. Conditions that are conceived of as being risky 
are referred to as risk factors that have the status of referral criteria. Decision-making tools 
are (a set of) decision rules that allow caseworkers to decide upon the most preferred care 
option for a given case. All these types of decision-making tools were mentioned in the 
literature we have referred to. Next we present ideas and suggestions about how to proceed 
with respect to the steps of selecting referral criteria, constructing assessment scales, 
formulating decision rules, and validating the instrument.
Referral criteria. It is proposed to base the selection of referral criteria on the coding 
manual of De Meyer, Robbroeckx and De Bruyn (see Chapter Four) that gives a 
documented and comprehensive presentation of the factors which seem to be relevant for 
foster care decisions (see Appendix A for summary labels of factors). The review study of 
De Meyer et al. (see Chapter Two) revealed that the child related factors mostly mentioned 
in the literature are behaviour and/or emotional problems, age, and physical and/or mental 
disabilities; the parent related factors mostly mentioned are child neglect, child abuse, 
physical and or mental functioning, substance abuse, and parental competency. The family 
related factors mostly mentioned are parent-child discords, absence of the caretaker, and 
marital conflicts. It may well be that not all the factors mentioned in Appendix A are given 
substantial weight by representatives of the foster care field to maintain them in assessment 
tools. Again we propose to check the importance of the referral criteria by discussing them 
with representatives in the field. Because the selection of criteria has a decisive influence, 
we propose not just to ask the representatives to assess each criterion, but also to discuss the 
reasons why they conceived particular criteria as important or not with regard to foster care 
referrals.
Scale construction. Foster care criteria refer to factors related to the family system 
which threaten the well-being and healthy development of the child. To promote 
efficacy it is necessary to construct scales which allow caseworkers to evaluate the 
family on these criteria.
The development of such scales may proceed in many ways. Most existing scales 
in the field belong to one of two types. The first type is that of the checklist. In a 
checklist a list of problems is presented and the assessor is asked to check whether the 
problem occurred or not. The response range is not restricted to yes and no answers 
(e.g., used by Munger, 2000), but include more alternatives like not at all, sometimes 
and always (e.g., Webster, Douglas, Eaves & Hart, 1997). The second type is that of 
the risk level scale. While checklists ask to assess the frequency or typicality of 
behaviour items, risk level scales ask to classify cases in one of the given classes 
which correspond to levels of severity. Each of the classes consists of a number of 
conditions which, taken together, define the attached level of severity or inadequacy 
(e.g., George, 1991; Magura & Silverman Moses, 1986).
To illustrate, the Child Well-Being Scales constructed by Magura and Silverman 
Moses (1986) assesses the child or family’s position on 43 criteria or dimensions. Each 
of the 43 criteria or dimensions can be categorized, in one of four to six categories per
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item, according to level o f  inadequacy (Adequate, Marginal, M ildly inadequate, 
Moderately inadequate, Seriously inadequate, Severely inadequate). An example o f  
one o f  the scales, Parental Capacity for Child Care, is given in Appendix B.
It w ill be clear that constructing checklists is easier than constructing risk level 
scales. In the case o f  risk level instruments, the classes, which define the risk levels, 
must be constructed. A  Delphi-type approach (Linstone & Turoff, 1975) can be used to 
reach consensus on class descriptions by expert caseworkers. The principles o f  this 
method are in brief; experts, participating in the Delphi panel, are confronted with each 
other’s knowledge and arguments about an issue in the field (anonymously) and are 
then asked to reach consensus in consecutive evaluation rounds.
Apparently, risk level scales have the advantage o f  reflecting in a standardised 
way how risk assessment in foster care referrals actually proceeds. Instead o f  summing 
up scores on a list o f  criteria, caseworkers construct case formulations in which several 
factors are considered simultaneously in evaluating the risk status o f  the situation (see 
Appendix B).
D ecision rules and reliability. Two additional steps have to be taken after the 
construction o f  the scales, that is; formulating decision rules in terms o f  cut-off scores,
i.e. the score levels at which the assessment device (i.e. care at home, out-patient care, 
foster care or residential care) shows the highest sensitivity and specificity, and 
assessing the reliability o f  the scales. W e propose again that a sample o f  
representatives try to reach consensus on the level o f  the cut-off scores for the above 
mentioned care options. To see whether the cut-off scores are robust they must be 
controlled in a cross validation study.
To assess the reliability o f  the scales two or more experienced caseworkers should 
independently score the scales. The interrater reliability can then be obtained by 
computing Cohen’s Kappa’s which should be at least .60 for the scales to be 
satisfactory (Fleiss, 1981).
A  more complicated question is the validity o f  the scales. The validity must be 
proven on empirical grounds. It is to this issue that w e turn now.
Validation
Suppose the previous steps have resulted in a checklist and or a risk level 
instrument both covering the criteria set forth in the literature and that experts in the 
field agreed upon the contents o f  the scales. By definition w e would then have 
instruments with excellent content validity. In the further validation process two other 
types o f  validity are involved: construct validity (Allen & Yen, 1979) and incremental 
validity (Sechrest, 1963). Construct validity refers to the degree to which the 
instruments measure what they theoretically are supposed to measure. Incremental 
validity refers to the addition o f  an instrument to produce better predictions on a
100
relevant criterion6 than are made on the basis o f  other available instruments or 
procedures.
Construct validity. As discussed in the previous section, referral scales can be o f  
two types: the checklist type and the risk level type. The content o f  these scales refers 
to criteria such as the ones listed in Appendix A. Inspection o f  Appendix A  shows that 
some o f  these criteria relate to material and physical conditions, but most o f  them refer 
to psychological constructs. It is important to realise that in both types o f  referral 
scales these constructs are rated by the assessor and are not psychometrically 
measured. Even if  these ratings prove to be reliable, it is unclear whether these ratings 
reflect the underlying constructs.
A  convenient method for assessing the validity o f  the scales is to prove that the 
new measure (in this case the referral scales) correlates with an existing instrument o f  
which the construct validity has already been proven. For each o f  the scales involved  
inspection o f  the literature can show for which o f  the constructs appropriate validating 
instruments are already available. This might be a complicated process. First o f  all, the 
same concept might be part o f  different theories and it must be clear which o f  these 
theories one wants to include. Furthermore, some o f  the referral criteria them selves are 
complex in that they are summary labels which cover a set o f  subdomains.
To illustrate the process o f  relating a complex criterion to theory and resulting 
validating instrument w e discuss the criterion “Parental Competency”. Parental 
competency covers three specific domains: a cognitive domain, a social emotional 
domain, and a domain o f  physical conditions. For each o f  these domains one should 
identify whether and which constructs are involved and how these constructs could be 
measured. When one applies this to the social emotional domain, one may decide to 
adhere to attachment theory, which considers the adequacy o f  the parents’ sensitive 
and responsive behaviour to their child as one o f  the markers o f  parental competence. 
As a result, one may decide to use the quality o f  parental support scales developed and 
validated within this theory by Erickson, Sroufe and Egelund (1985). The quality o f  
parenting support is measured by scales for ‘Supportive presence’, ‘Respect for the 
child’s autonomy’, ‘Structure and limit setting’, ‘Quality o f  instruction’, and 
‘H ostility’. The application o f  the scales asks for the observation o f  parent-child 
interactions by trained observers. If the referral instrument includes a referral scale for 
parental competency on the social-emotional domain, and i f  one wants to represent 
attachment theory, one has to prove that the scores on the referral scales correlate, in 
the way predicted by the theory, with scales such as the ones developed by Erickson et 
al. (1985).
6 The reader should note that the term criterion here means something else than the meaning it had when 
we talked about referral criteria. In the case of referral criteria we meant a concrete and specific 
condition that has to be assessed in order to evaluate the severity or risk level of the situation. Now 
criterion is meant to be a condition or state which is predicted by the score on the instrument.
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Incremental validity. The final aim of the referral instrument for out-of-home 
placement decisions is to contribute to successful referrals or placements, conditions 
only observable in the future. The challenge any new referral instrument is confronted 
with is to prove that it predicts placement success better than the already existing 
instruments. Because no common formal referral instrument or procedure for foster 
care exists until now, the predictive success of the new instrument should be evaluated 
in comparison of the predictive success of the procedures currently used in referral 
practice. The general outline of the design is clear. One group of randomly selected 
Bureau Jeugdzorg representatives should use the new referral instrument to refer 
children and a second group of randomly selected representatives (the control group) 
should apply their own referral procedure. The success of placement should then be 
evaluated at least once, and in any case after a period of six months, being the legal 
six-month evaluation period in the foster care system.
In our empirical study of the relationships between referral factors and foster care 
(see Chapter 4), placement success was roughly assessed by checking whether the 
placement goals, as formulated in the case files, were met or not. For future research 
one should look for an evaluation instrument that could be used independently from 
the case files and which would cover the important facets of placement success. 
Altshuler and Gleeson (1999) advocate measures of the child’s well-being for 
evaluating the effectiveness of family foster care. They classified the studies they 
discussed in six broad domains (as diverse as resilience, coping and general 
functioning and school performance) and listed the design and instrument used in each 
of these studies. They conclude that these instruments have not been incorporated in 
the present administrative foster care systems. Therefore: ’’Creating or selecting 
common measures of child well-being in family foster care poses a formidable 
challenge“ (1999, p.141).
Altshuler and Gleeson (1999) realised that it is not possible just to implement a set 
of research instruments in the field. “For measures of child-well being to be useful, 
they must be easy to use and caseworkers must have the time to complete them”
(p.143). While Altshuler and Gleeson (1999) put forward the notion of child well-being 
as the target for family care evaluation, Doelling and Johnson (1989) started by asking 
representatives of the field what facets they found to be important in evaluating foster 
care. They eventually constructed the Foster Placement Evaluation Scale, which can 
easily be used by foster care workers. The scale consists of 14 items, which focus on 
the parent as well as on the child (see Appendix C).
We consider the Foster Placement Evaluation Scale to be a good starting point for 
working on an instrument that might be used to evaluate the incremental validity of a 
referral instrument for The Netherlands. It is easy to administer by foster care workers 
and covers both child and parent-related characteristics.
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In this chapter w e made suggestions for the development o f  a referral instrument 
for foster care. W e first presented the Dutch organisational flow  in which the new  
referral procedure has to operate. Then w e assessed the state o f  the art regarding 
models developed in countries other than The Netherlands and evaluated their merits.
This evaluation revealed that a referral system must contain 1) a list o f  hierarchically 
ordered treatment options according the principle o f  the least intrusive form o f  care; 2) 
a set o f  relevant criteria; 3) an objective instrument to make placement decisions, and 
4) clear decision rules.
On the basis o f  the principle o f  least intrusion w e proposed a hierarchically 
organised decision structure. Further, w e discussed the m odel’s credibility by locating 
the decision structure in the officially recognised decision flow  o f  the referral system  
(Nota et al., 1999). Finally, w e concluded that several steps have to be taken before a 
referral instrument based upon the model will be truly operative. Consecutively we  
discussed the construction o f  assessment scales, the selection o f  referral criteria, the 
formulation o f  decision rules, and the validation o f  the referral instrument. To initiate 
this operation w e advised the construction o f  decision tools and distinguished two 
variants: assessment tools and decisions tools in the proper sense.
Assessm ent tools are defined as risk factors having the status o f  referral criteria; 
decision tools are defined as rules that allow care workers to decide on the most preferred 
form o f  care. The selection o f  referral criteria could be based on the coding manual 
introduced in chapter four and or on a literature study (see Chapter Two). To guarantee 
objectivity w e suggested that experts in the foster care field evaluate the selected criteria to 
be part o f  the future instrument. In thinking o f  the construction o f  a referral instrument we  
suggested two formats: checklists and risk level scales. The next steps are then formulating 
cut-off points, computing the reliability o f  the scales, and assessing the validity o f  the new  
referral instrument (construct validity and incremental validity). To make the new referral 
instrument truly operative for the field o f  youth care w e propose that an additional study 
should be executed to all the above steps.
Summary
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Appendix A
The division o f main categories into clusters and subcategories
Child Related Category (C) Parent Related Category (P) Family Related Category (F)
Cognitive cluster Cognitive cluster Primary Support Group-
CC1. Learning and PC1. Mental Retardation related cluster
Communication PC2. Cognitive Skills FP1. F amily Burden
CC2. Mental Retardation n.o.s.* FP2. Partner Relation
CC3. Cognitive FP3. Parent Child Relation
Developm ent n.o.s.* FP4. Sibling Relation 
FP5. Death o f  a Family
Emotions and Personality Emotions and Personality Member
cluster cluster FP6. Parent Child
CE1. M ood PE1. Schizophrenia and Separation
CE2. Anxiety or Stress Other Psychotic FP7. Divorce
CE3. Personality Disorders FP8. Remarriage o f  Parent
CE4. Attachment and PE2. M ood FP9. Family Treatment
Loyalty PE3. Anxiety or Stress FP10. Interaction with the
CE5. Identity PE4. Psychiatric Disorders Legal System/Crime
CE6. Emotional n.o.s.* FP11. Factors Related to
Developm ent n.o.s.* PE5. Personality the Primary Support
PE6. Mental/Emotional 
W ell-Being (non- 
psychotic)
Group n.o.s.*
Behaviour cluster Behaviour cluster Family Status-cluster
CB1. Attention-Deficit / PB1. Antisocial behaviour FS1. Family Size
Hyperactivity PB2. Behaviour n.o.s.* FS2. Occupation
CB2. Antisocial Behaviour FS3. Housing
CB3. Oppositional Defiant FS4. Finances
Behaviour FS5. Social Status
CB4. Behaviour n.o.s.* FS6. Single Parenthood 
FS7. Legal Custody o f  the 
Child 
FS8. Age o f  Parent
Appendix A (continued)
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Child Related category (C) 
Physical Conditions cluster 
CP1. Motor Skills 
CP2. Feeding and Eating 
CP3. Elimination 
CP4. Sleep
CP5. Medical Conditions 
CP6. Physical Development 
n.o.s.*
Psychosocial and Environ­
mental Conditions-cluster 
CS1. Peer Relations 
CS2. Bereavement of Child 
CS3. Exposures to Disasters, 
Wars or Other 
Hostilities 
CS4. Homelessness 
CS5. Psychosocial
Development n.o.s.*
Child status-cluster 
CT1. Age of Child 
CT2. Ethnicity 
CT3. Social Status 
CT4. Status of Child n.e.c.**
Other child-related facts 
cluster 
CO1. Child Request 
CO2. (Unmet) Needs of 
Child
CO3. Treatment of Child 
CO4. Development n.e.c.**
Parent Related category (P) 
Physical Conditions-cluster 
PP1. Medical conditions 
PP2. Physical well-being 
n.o.s.*
Psychosocial Conditions- 
cluster
PS1. Parental Competency 
PS2. Child Neglect 
PS3. Physical Abuse of 
Child by parent 
PS4. Sexual Abuse of 
Child by parent 
PS5. Abuse of Child n.o.s.* 
PS6. Abandonment 
PS7. Substance Abuse 
PS8. Parental History 
PS9. Bereavement of 
Parent
PS10. Psychosocial Factors 
n.o.s.*
Other parent-related facts 
cluster
PO1. Parental Request or 
Needs 
PO2. Parental Treatment 
PO3. Parental Conditions 
n.e.c.**
Family Related category (F) 
Psychosocial and Environmen 
Conditions-cluster 
FE1. Physical Abuse of 
Child not by Parent 
FE2. Sexual Abuse of 
Child not by Parent 
FE3. Physical Abuse of 
Parent 
FE4. Sexual Abuse of 
Parent 
FE5. Abuse of Parent 
n.o.s.*
FE6. Social Support 
FE7. Living Conditions of 
Child n.o.s.*
FE8. Psychosocial and 
Environmental 
factors n.e.c.**
Other rest categories 
RSF. Referral System 
Factors 
NEC. Not Elsewhere 
Coded
* n.o.s.: not otherwise specified ** n.e.c.: not elsewhere coded
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Scale 16 ofThe Child Well-Being Scales (Magura & Silverman Moses, 1986)
Parental Capacity for Child Care
1. Adequate
N o personal limitations on capacity for child care.
Parent has so significant physical, mental-emotional, or behavioural problem  
that threatens to interfere with his/her ability to care for the children.
2. Marginally adequate
Parent has a physical, mental-emotional, or behavioural problem that threatens 
to interfere with his/her child caring ability (or that has already caused some 
erratic child care quality).
Examples are chronic physical illnesses, physical disabilities, mental or 
emotional illnesses, substance abuse, and criminal activity.
Parent requires, and may be receiving, help or treatment for this problem, but 
there is no current necessity or plan for hospitalisation, institutionalisation, or 
incarceration o f  the parent.
Problem is not o f  long duration, or i f  it is o f  long duration, has recently 
improved. Supportive services (counselling, medical care etc.) seem sufficient 
to stabilise the situation or to further improve it.
3. Moderately inadequate
Parent has a physical, mental-emotional, or behavioural problem that is o f  long 
duration, or i f  it is o f  short duration, has recently deteriorated. Problem may be 
recurring and not be completely curable.
Parent will be, is now, or recently was, hospitalised, institutionalised, or 
incarcerated.
Parent will resume (or is resuming) at least partial child care responsibilities, 
but longer term provisions for supplementary child care (day care, homemaker, 
etc.) may be required.
Temporary substitute care for the children will be, is now, or was, used during 
parent’s absence, or used as a respite service, but long-term substitute care not 
necessary.
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4. Severely inadequate
Owing to a physical, mental-emotional, or behavioural problem, parent has no 
current capacity to care for the children, even with supplementary childcare 
services, and no change is expected in the near future.
If parent is, or is due to be, hospitalised, institutionalised, or incarcerated; this 
is expected to be long-term.
If parent is at home, he/she is not capable of more than personal self-care tasks, 
perhaps requiring assistance.
In either case, long-term arrangements for substitute care of the children are 
required.
U Unknown- insufficient information
Z Not applicable
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Appendix C
Foster Placement Evaluation Scale by Doelling and Johnson (1989)
1 = strongly disagree 3 = neither agree 4 = slightly agree
2 = slightly disagree nor disagree 5 = strongly agree
The foster parent(s) spends an adequate amount o f  time helping the 1 2  3 4 
child with schoolwork.
The foster parent(s) spend an adequate amount o f  time doing fun 1 2  3 4
activities with the child.
The child’s academic performance has not decreased significantly since 1 2  3 4 
placement in the foster home.
The child’s behaviour in school has not becom e worse since placement 1 2  3 4 
in the foster home.
The foster parent(s) handles visits with the child’s natural parents well. 1 2  3 4 
The foster parent(s) treats the child equally well with regard to the 1 2  3 4 
other children in the home.
Ample affection is shown between the foster mother and the child. 1 2  3 4 
Ample affection is shown between the foster father and the child. 1 2  3 4
The child seems to enjoy spending time with the other children in the 1 2  3 4 
home.
The foster parent(s) adequately takes care o f  the medical and other 1 2  3 4 
needs o f  the child (food, clothing, appointments, etc.)
The foster parent(s) is able to deal effectively with difficult behaviours 1 2  3 4 
exhibited by the child.
The foster parent(s) shows an attitude o f  acceptance toward the child 1 2  3 4 
regardless o f  his or her behaviour.
The child appears to have adapted well to the family structure. 1 2  3 4
The foster parent(s) is receptive to and aware o f  the child’s individual 1 2  3 4 
needs.
5
5
5
5
5
5
5
5
5
5
5
5
5
5
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Since the Wet op de Jeugdhulpverlening [Child Care Act] of 1989 stated that foster 
care is a full form of care next to ambulant care, day care and residential care foster 
care has gone through several alterations. Nonetheless, improvements with regard to 
topics as matching processes, foster care services, and diagnostic processes including 
the indications for foster care are still necessary. In the light of the latter topic recent 
placement facts showed that 25 to 50 % of foster care placements ended prematurely 
(Reeuwijk & Berben, 1988; Robbroeckx & Bastiaensen, 1992; Van der Ploeg, 1993, 
Scholte, 1997). Probably, these failing rates could be attributed to the poor quality of 
the indication formulations for foster care. Among others, Bates, English & Kouidou- 
Giles (1997), Lindsey (1992), Pelton, (1989), and Scholte (1997) stressed the lack of 
empirically grounded criteria for foster care placement decisions. Therefore, the 
Nationale Innovatie Commissie Pleegzorg emphasised and supported research on the 
quality of the indication formulations for foster care.
The Instituut voor Orthopedagogiek [Institute of Family and Child Care Studies] 
of the University of Nijmegen started to do research on the quality of the indications 
for foster care in 1995. The indication formulations are considered as the most crucial 
step in youth care decision-making. The impact of a wrong referral to (foster) care can 
have negative consequences for a child’s future life. Foster care caseworkers are aware 
of these consequences and have stated new goals recently: offering continuity in the 
life of a child and flexibility of care facilities to the child. Continuity refers to 
permanency planning for the child by arranging a stay with a foster family till the age 
of majority. Flexibility refers to the rate and adequacy of care when a child needs extra 
support during a placement. The central issue in the present study is to make 
contributions to the continuity in a child’s life when out of home placement is 
indicated by studying the quality of the indications for foster care. An evaluation of the 
current state of the indication formulations for foster care might lead to greater insight 
on how indications for foster care should be formulated in the future. In addition these 
new insights may be helpful in formulating criteria for foster care and to a proposal for 
an adequate referral procedure for youth care.
The first chapter discusses facts and developments of the foster care system in The 
Netherlands and introduces a classification of foster care to cope with the various kinds 
of foster care available in the present care system. About 18,000 children can be placed 
in out-of-home care-facilities. Half of them will be referred to residential homes. The 
foster care capacity in The Netherlands comprises approximately 6,000 foster families 
who can board some 8,000 children. Four out of ten foster children stay for more than 
a year in a foster family. On average, about 60 % of the children are placed in a foster 
family because of compulsory child care and protection measures. Until the late 1970s 
the majority of children referred to foster care resulted from the compulsory child care 
and protection measures (Van der Ploeg, 1993). Due to changes in policy as well as
Summary
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new initiatives preparing the later Wet op de Jeugdhulpverlening (1989), voluntary 
placements became more and more popular. Recently, there has been an increase o f  
referrals o f  children who are under court protection. About 3,000 o f  these children 
enter the country yearly.
Initially, the reports o f  the Interdepartementale Werkgroep Residentiele 
Voorzieningen voor Jeugdigen [Interdepartmental Working Group on Residential 
Care] (Visser, 1984) and the Interdepartementale Werkgroep Ambulante en 
Preventieve Voorzieningen voor Jeugdigen [Interdepartmental Working Group on 
Ambulant Preventive Care (Tussen droom en daad, 1984) set the goals for legislation  
measures. As a consequence, the 1901 Kinderbeginselenwet [Child Principles Act] 
specifying the custody and care regulations for children was replaced by the Wet op de 
Jeugdhulpverlening in 1989 (Deerenberg, 1990). The Wet op de Jeugdhulpverlening 
postulates that the provision o f  care should occur as quickly as possible, as close to 
home as possible, as short a period o f  time as possible, and as less intrusive as possible 
(Article 23). In the latest legislative initiative Van Antwoord naar Vraag (Günther,
1999), the importance o f  foster care has been stressed even more than in the 1989 act.
Foster care promotes the continuity o f  the child’s life far more than residential care 
when out-of-home care is indicated. This basic principle, which is presupposed in this 
report, is deduced from the UN-Convention on the Rights o f  the Child (UNICEF,
1990).
Robbroeckx and Bastiaensen (2001) found a total o f  21 types o f  foster families referred 
to in the Dutch literature without any systematic attempt to classify them according to some 
meaningful criteria. A  classification is presented which covers all the types o f  foster care in 
The Netherlands. The classification is based on four dimensions: the intensity o f  the care 
(basic versus intensive foster care), the aim o f  the placement (permanency-seeking versus 
permanency offering foster care), the relationship between child and foster family (kinship 
and social network foster care versus file-registered foster care) and, the measure o f  out-of­
home placement (voluntary placement versus compulsory placement).
Chapter two gives an overview o f  theoretical and empirical research on which  
referral factors are related to foster care. The overview revealed that behaviour 
problems o f  the child are the most reported referral factor. Other important child- 
related factors are the child's age, emotional problems, and physical and/or mental 
disabilities. The parent-related factors most frequently mentioned were child neglect, 
child abuse, physical and/or mental functioning o f  the primary caregiver, substance 
abuse, parental conflicts and, parental skills. Absence o f  the caregiver, and disturbed 
parent-child relationships were the family related factors most frequently mentioned. 
Moreover, the view s o f  caseworkers in actual practice revealed a list o f  contra­
indications for foster care while the literature did not published such a list. According 
to the literature the decision to place a child in a foster family or in a residential 
institution seems to depend on the caseworkers judgements o f  the risk or danger for the 
child and the strengths o f  the parents. The choice between foster care and residential
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care seems to depend on the ‘severity’ of factors as behavioural problems, child abuse, 
and child neglect. In the experts’ views the out-of-home placement decisions depend 
on parent-child interactions while these parent-child interactions are seldom reported 
in empirical research. Also, it seems that in the referral practice parent related factors 
count for foster care referrals while child related and parent related factors were 
mentioned equally in the literature.
Chapter three reports the results of an empirical study on diagnostic factors 
related to foster care referrals. It was found that many referral factors play a role in 
indications for foster care. No less than 45 different factors were found which could 
influence the process of decision-making. Our category system also revealed that 14 of 
these factors were related to the client’s complaint, 12 to the problem, and 19 factors 
were related to the causal diagnosis. A range of factors from the children's and from 
the parent's point of view was not only found in every diagnostic phase, but this even 
increased with every diagnostic phase, indicating that there were more factors 
mentioned in the phase of diagnosis than in the other phases. This suggests that a 
number of factors play an important part in diagnosing problems and that problems 
usually cannot be explained by a single factor alone.
The parent factors are the most frequently mentioned in all three diagnostic phases.
This suggests that the parents' complaints, problems, and diagnoses play a more decisive 
role in decision-making processes of the participating agencies than those of the children. 
The significant associations we found between these factors and referrals in general support 
this. However, the parent factor 'Parental skills’ is the most frequently mentioned in each 
diagnostic phase, but this factor is not associated with any specific type of foster care. 
Therefore, it seems to contribute to the foster care referral process as such rather than to a 
specific type of foster care indication. The parent complaint factor 'Parenting situation' is 
associated with weekend foster care as well as help other than foster care. Kinship care is 
obvious when 'Support of important others' is needed, and the problem factor 'Parental 
instability' is associated with short-term foster care.
Although our results suggest that child factors have slightly less influence on the 
decision for foster care than parent factors, they nevertheless do affect the process. The 
number of child factors contributes to significant differences at the diagnostic level 
between the types of foster care. Especially referrals to weekend foster care is 
associated with the number of child factors in general and by some diagnostic factors 
specifically: 'Behaviour problems', 'Functional retardation' and 'Physical problems'. 
Also kinship care referrals are mainly made when the 'Living conditions of the Child' 
are a problem. Our study strikingly showed that the number of parent- and child-factor 
combinations, even while the number of files in which these combinations are found is 
low, contribute to a greater extent to significant differences at the diagnostic level 
between the different indication groups than parent factors alone. They are 
significantly related to long-term foster care.
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In the fourth chapter diagnostic categories were examined which were mentioned 
in the case file sections ‘Problem Analysis’ and ‘Indications for Treatment’ that 
contain information about foster care referrals. It was also explored whether any 
association existed between type of referral for foster care on the one hand and 
placement status (ranging from placement unknown to successful placement) and 
success of placement on the other. Finally, also the association between type of referral 
factor and success of placement was investigated.
Statements falling in the ‘Child related’ category, the ‘Parent related’ category, as 
well as the ‘Family related’ diagnostic category were significantly more often found in 
‘Problem Analysis’ (almost 100%) compared to the ‘Indications for Treatment’ (66%) 
file section. Parent and family related statements were more frequently reported than 
child related statements. Especially statements related to the parent’s psychosocial 
conditions (i.e. Parental Competency, Substance Abuse, Child Neglect) and to the 
primary support group (Factors related to the Primary Support Group Not Otherwise 
Specified) were most frequently found. Finally, statements about the diagnostic 
categories were found significantly more in ‘Problem Analysis’ except for the 
statements about the child’s placement history, which were found more often in 
‘Indications for Treatment’. With respect to age adolescents have relatively more 
internal and relationship problems when referred to foster care while pre-school 
children have relatively more medical conditions or parent related problems.
The exploration of the relationship between type of foster care and placement 
status revealed that children and adolescents for whom foster care was not the first 
option (foster care by default) were significantly less often placed within a foster 
family than children and adolescents with regular foster care indications. Type of 
foster care was not significantly associated with placement success. Each type of foster 
care had more or less the same success-failure rate, regardless the length of placement.
With regard to the association between type of referral factor and success of 
placement, it was found that the Emotional and Personality statements of the Parent as 
well as statements about the Family Status occurred more frequently in successful 
placements, while the Other Child related Facts statements occurred more frequently in 
non-successful placements. It seems that for parents with Emotional and Personality 
problems (e.g., mood problems, psychiatric problems, or problems with emotional 
well-being), or with Family Status problems (e.g., housing problems, financial 
problems, or legal custody problems) who therefore were not in a position to raise their 
child properly, foster care was the right solution. Otherwise, Other Child related Facts, 
especially previous treatment of the child, was related to non-successful placements.
In the fifth chapter some ideas about the development of a screening instrument for 
foster care were worked out. Before developing ideas about the screening procedure, 
referral models developed in the United States of America were evaluated. This evaluation 
revealed that a referral system must contain a list of hierarchically ordered treatment options 
according to the principle of the least intrusive form of care, a set of relevant criteria, an
121
objective instrument to make placement decisions and a set o f  clear decision rules. A  
hierarchically organised decision model was proposed which was based on the principle o f  
least intrusion. The m odel’s credibility was discussed by locating its decision structure in 
the officially recognised decision flow  o f  the Dutch referral system (Nota, Van der Schaft,
& Van Yperen, 1999). It was concluded that several steps have to be taken before a referral 
instrument based upon the model w ill be truly operative. Consecutively, issues such as the 
construction o f  assessment scales, the selection o f  referral criteria, the formulation o f  
decision rules, and the validation o f  the new referral instrument were discussed.
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Sinds in de Wet op de Jeugdhulpverlening van 1989 is vastgelegd dat pleegzorg een 
erkende vorm van hulpverlening is naast ambulante zorg, dagbehandeling en 
residentiele behandeling hebben zich alweer veel ontwikkelingen ten aanzien van 
pleegzorg voorgedaan. Desalniettemin zijn nog steeds verbeteringen nodig ten aanzien 
van thema’s als het matchingsproces tussen kind en pleeggezin, ondersteuning in de 
pleegzorg en het diagnostische besluitvormingsproces, inclusief de indicatiestelling. 
Verbeteringen ten aanzien van de indicatiestelling worden ingegeven door recente 
plaatsingsfeiten die aantonen dat 25 tot 50% van de pleegzorgplaatsingen voortijdig 
worden beëindigd (Reeuwijk & Berben, 1988, Robbroeckx & Bastiaensen, 1992, Van 
der Ploeg, 1993, Scholte, 1997). Een van de veronderstellingen is dat deze percentages 
mislukte plaatsingen kunnen worden toegeschreven aan de gebrekkige kwaliteit van de 
indicatiestellingen voor pleegzorg. Onder meer, Bates, English & Kouidou-Giles
(1997), Lindsey (1992), Pelton (1989) en Scholte (1997) hebben het gebrek aan 
empirisch gefundeerde criteria voor besluitvorming ten aanzien van plaatsing in 
pleeggezinnen benadrukt. Om dit hiaat op te vullen propageert en steunt de Nationale 
Innovatie Commissie Pleegzorg onderzoek naar de kwaliteit van de indicatie-stellingen 
voor pleegzorg.
Het instituut voor Orthopedagogiek van de Katholieke Universiteit van Nijmegen 
is in 1995 gestart met het doen van onderzoek naar de kwaliteit van indicatiestellingen 
voor pleegzorg. Het formuleren van de indicatie wordt gezien als de meest cruciale 
stap in de besluitvorming van de hulpverlening. Een foute verwijzing naar een vorm 
van hulp kan negatieve gevolgen hebben voor de toekomst van een kind. 
Pleegzorghulpverleners zijn zich van deze gevolgen bewust en hebben daarom 
recentelijk nieuwe doelen geformuleerd: het bieden van continuïteit in het leven van 
een kind en flexibiliteit in het aanbieden van extra ondersteuning aan het kind. 
Continuïteit verwijst naar het streven om een kind na plaatsing permanent in een 
pleeggezin te laten verblijven tot aan de volwassenheid. Flexibiliteit verwijst naar de 
snelheid en adequaatheid waarmee extra ondersteuning aan het pleegkind gegeven 
wordt wanneer daar in het pleeggezin behoefte aan is. De centrale doelstelling van dit 
onderzoek is een bijdrage te leveren aan de continuïteit in het leven van een kind na 
een uithuisplaatsing door de kwaliteit van indicaties voor pleegzorg te onderzoeken. 
Een evaluatie van de huidige stand van zaken met betrekking tot de kwaliteit van 
indicatiestellingen voor pleegzorg kan leiden tot een verbeterd inzicht in de wijze 
waarop de indicatiestellingen voor pleegzorg zouden moeten worden geformuleerd in 
de toekomst. Bovendien kunnen de nieuwe inzichten voortvloeiend uit dit onderzoek 
een ondersteuning vormen bij het formuleren van criteria voor pleegzorgplaatsingen en 
bij het doen van een voorstel voor een adequaat verwijzingsmodel voor de jeugdzorg.
Het eerste hoofdstuk geeft een overzicht van recente feiten en ontwikkelingen in 
de pleegzorg in Nederland en introduceert een classificatiesysteem voor pleegzorg
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geïntroduceerd om de verschillende typen pleegzorg aanwezig in het huidige 
pleegzorgstelsel in kaart te brengen. Jaarlijks kunnen zo ’n 18.000 kinderen geplaatst 
worden bij instellingen voor uithuisplaatsing. D e helft van de kinderen die in 
aanmerking komen voor een uithuisplaatsing worden naar residentiele instellingen 
verwezen. D e capaciteit van pleegzorg voorzieningen in Nederland bestaat uit z o ’n 
6000 pleeggezinnen waarbij z o ’n 8000 kinderen geplaatst kunnen worden. Vier op de 
tien pleegkinderen worden voor langer dan een jaar in een pleeggezin geplaatst. 
Gemiddeld wordt 60% van de kinderen in een pleeggezin geplaatst op grond van een 
justitiële maatregel. Tot aan het eind van de jaren zeventig werd het merendeel van de 
kinderen via zo ’n justitiële maatregel (Van der Ploeg, 1993) uithuisgeplaatst. Dankzij 
wijzigingen in het plaatsingsbeleid alsook door nieuwe initiatieven die leidden tot de 
Wet op de Jeugdhulpverlening in 1989, wonnen vrijwillige plaatsingen terrein. 
Recentelijk vindt er een toename plaats van kinderen uit derdewereldlanden die onder 
bescherming van de regering vallen. Z o’n 3000 kinderen komen op deze wijze jaarlijks 
Nederland in.
D e aanzet tot nieuwe wetsvoorstellen die uiteindelijk zouden leiden tot de nieuwe 
Wet op de Jeugdhulpverlening waren de rapporten van de interdepartementale 
Werkgroep Residentiele Voorzieningen voor Jeugdigen (Visser, 1984) en de 
Interdepartementale Werkgroep Ambulante en Preventieve Voorzieningen voor 
Jeugdigen (Tussen droom en daad, 1984). Het gevolg van deze wetsvoorstellen was 
dat de kinderbeginselenwet van 1901 die de voogdij - en verzorgingsregelingen 
specificeerde werd vervangen door de Wet op de Jeugdhulpverlening in 1989 
(Deerenberg, 1990). D e Wet op de Jeugdhulpverlening schrijft voor dat de hulp zo snel 
mogelijk, zo dicht mogelijk bij huis, in een zo kort mogelijk tijdsbestek en zo licht 
m ogelijk moet worden gegeven (artikel 23). In de aanzet tot de nieuwe wet op de 
jeugdzorg ‘Van antwoord naar vraag’ (Gunther, 1999) wordt de belangrijke positie van 
pleegzorg in het huidige jeugdzorgstelsel nog meer benadrukt dan in de wet van 1989. 
In deze toekomstige w et garandeert pleegzorg veel meer dan residentiele zorg de 
continuïteit in het leven van een kind nadat een uithuisplaatsing is geïndiceerd. Dit 
basisprincipe is afgeleid uit het verdrag van de Verenigde Naties waarin de rechten van 
het kind zijn vastgelegd (UNICEF, 1990).
Robbroeckx en Bastiaensen (2001) vonden in de Nederlandse literatuur een totaal 
van 21 typen pleegzorg zonder dat er sprake was van enige systematische poging om 
deze te classificeren volgens zinvolle criteria. Zij presenteerden een classificatie die 
toeliet alle typen pleegzorg onder te brengen. D e classificatie was gebaseerd op vier 
dimensies, namelijk de intensiteit van de zorg (basiszorg versus een intensieve vorm  
van pleegzorg), het doel van de plaatsing (perspectief biedende versus perspectief 
zoekende plaatsing), de relatie tussen kind en pleeggezin (netwerk versus 
bestandsgezin) en de w ijze van uithuis plaatsing (vrijwillig versus justitiële plaatsing).
Het tweede hoofdstuk geeft een overzicht van theoretische en empirische 
onderzoeken die een verband leggen tussen verwijzingsfactoren en
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pleegzorgplaatsingen. D it overzicht laat zien dat gedragsproblemen van het kind de 
m eest genoemde o f  gevonden verwijzingsfactor is. Andere belangrijke aan het kind 
gerelateerde factoren zijn de leeftijd van het kind, emotionele problemen, en 
geestelijke o f  lichamelijke beperkingen. D e meeste genoemde o f  gevonden aan ouder 
gerelateerde factoren zijn verwaarlozing van het kind, mishandeling, gebrekkig 
lichamelijk en (of) geestelijk functioneren van de primaire verzorger, alcohol en o f  
druggebruik, conflicten tussen de ouders, en de (zwakke) opvoedingsvaardigheden. De  
aan het gezin gerelateerde factoren die het m eest genoemd o f  gevonden worden zijn de 
afwezigheid van de verzorger en verstoorde ouder-kind relaties. Bovendien liet een 
aanvullend onderzoek in het praktijkveld zien dat de bij pleegzorg betrokken instanties 
een lijst met contraindicaties voor pleegzorg hanteren terwijl een dergelijke lijst in de 
literatuur niet voorkomt.
Volgens de literatuur lijkt de beslissing om een kind in een pleeggezin te plaatsen 
afhankelijk te zijn van de beoordeling door de gezinshulpverlener o f  het kind risico 
dan wel gevaar loopt en o f  de ouders sterke punten hebben. D e keuze tussen een 
residentiele plaatsing en plaatsing in een pleeggezin lijkt af te hangen van de ernst van 
factoren zoals gedragsproblemen, mishandeling en verwaarlozing van het kind. 
Pleegzorgdeskundigen zijn van mening dat uithuisplaatsing afhangt van de ouder-kind 
interacties, terwijl deze factor in empirisch onderzoek zelden wordt gerapporteerd. In 
de praktijk lijkt het erop dat aan ouder gerelateerde factoren de doorslag geven bij een 
beslissing tot uithuisplaatsing, terwijl in de literatuur kind en ouderfactoren even vaak 
genoemd worden.
In het derde hoofdstuk worden de resultaten gerapporteerd van een empirisch 
onderzoek naar diagnostische factoren die samenhangen met verwijzingen naar 
pleegzorg. D e resultaten laten zien dat veel factoren een rol spelen in 
indicatiestellingen voor pleegzorg. In dossiers zijn niet minder dan 45 factoren 
gevonden die van invloed kunnen zijn op het besluitvormingsproces. Het in dit 
onderzoek gehanteerde categorieën systeem levert 14 factoren op die gerelateerd zijn 
aan de klacht van de cliënt, 12 factoren aan het probleem van de cliënt en 19 factoren 
die verband houden met de verklaring van het probleem. N iet alleen worden er in 
iedere diagnostische fase zowel een aantal kind- als ouderfactoren gevonden, maar ook 
neemt het aantal factoren per diagnostische fase toe. Hieruit valt af te leiden dat een 
groot aantal factoren een rol speelt in het diagnosticeren van problemen en dat een 
probleem van een cliënt niet door één enkele factor verklaard kan worden.
D e ouderfactoren worden in alle drie de diagnostische fasen het vaakst genoemd. 
D it suggereert dat de klachten, problemen en verklaringen van de ouders in 
besluitvormingsprocessen van de participerende voorzieningen een grotere rol spelen 
dan die van de kinderen. D it wordt ondersteund door de gevonden significante 
associaties tussen deze diagnostische factoren en verwijzingen in het algemeen. 
Nochtans, de ouder gerelateerde factor ‘opvoedingsvaardigheden’ wordt in elke 
diagnostische fase het vaakst genoemd, maar deze factor is niet gerelateerd aan een
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specifieke hulpvorm van pleegzorg. D eze factor lijkt daarom eerder bij te dragen aan 
het verwijzingsproces naar pleegzorg als zodanig dan gerelateerd te zijn aan een 
specifieke pleegzorgindicatie. D e ouder gerelateerde klachtfactor ‘leefsituatie van de 
ouders’ wordt geassocieerd met weekendpleegzorg en met andere hulp dan pleegzorg. 
Netwerkpleegzorg is geïndiceerd wanneer ondersteuning van belangrijke naasten 
nodig is, en de probleemfactor ‘instabiliteit van de ouders’ wordt geassocieerd met kort 
verblijf gezinnen.
Alhoewel de resultaten suggereren dat kindfactoren wat minder invloed hebben op het 
besluitvormingsproces voor pleegzorg dan ouderfactoren, beïnvloeden ze wel degelijk het 
besluitvormingsproces. Het totaal aantal kindfactoren draagt namelijk bij aan significante 
verschillen tussen typen pleegzorg in de fase van het verklaren. M et name verwijzingen 
naar weekend pleegzorg worden geassocieerd met het aantal kindfactoren in het algemeen 
en met een aantal specifieke kindfactoren zoals gedragsproblemen, functionele retardatie en 
lichamelijke problemen. Ook verwijzingen naar netwerkpleegzorg vinden met name plaats 
wanneer de leefomstandigheden van het kind in het geding zijn. Een opvallend resultaat van 
de studie is dat het aantal ouder-kind factorcombinaties in de fase van het verklaren een 
grotere rol spelen in verwijzingen naar verschillende typen pleegzorg dan ouderfactoren 
alleen, ook als is het aantal dossiers waarin deze combinaties zijn gevonden gering. Zij 
blijken significant gerelateerd te zijn aan langdurige pleegzorg.
In het vierde hoofdstuk wordt verslag gedaan van onderzoek naar diagnostische 
factoren die genoemd worden in de dossiers, met name in de onderdelen 
‘probleemanalyse’ en ‘redenen voor de indicatie’. D eze onderdelen bevatten 
diagnostische informatie over verwijzingen naar pleegzorg. Tevens is onderzocht o f  er 
een verband is tussen type pleegzorgverwijzing enerzijds en status van de plaatsing op 
het moment van onderzoek (variërend van resultaat onbekend tot succesvolle 
plaatsing) en het succes van plaatsing anderzijds. A ls laatste is ook de relatie tussen 
type verwijzingsfactor en succes van plaatsing onderzocht.
D e belangrijkste bevinding uit dit onderzoek is dat uitspraken die in de 
kindgerelateerde categorie, oudergerelateerde categorie o f  in de gezinsgerelateerde 
categorie thuishoren meer in de probleemanalyse (bijna 100%) worden genoemd dan 
bij de redenen voor de indicatie (66%). Verder worden ouder en gezinsfactoren 
frequenter genoemd dan kindfactoren. Uitspraken gerelateerd aan de psychosociale 
condities van de ouders (opvoedingscompetentie, alcohol/drugs verslaving, 
verwaarlozing van het kind) en uitspraken gerelateerd aan problemen binnen de 
primaire steungroep zoals onveilige thuissituatie worden het vaakst aangetroffen.
Uitspraken over diagnostische categorieën (verwijzingsfactoren) worden ook 
significant meer aangetroffen in de probleemanalyse dan in de indicatiestelling, 
behalve dan uitspraken met informatie over de hulpverleningsgeschiedenis van het 
kind die meer bij de redenen voor de indicatie genoemd worden. Wat leeftijd betreft is 
gevonden dat naar pleegzorg verwezen adolescenten relatief meer internaliserende en
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relationele problemen blijken te hebben dan verwezen nog niet leerplichtige kinderen 
(peuters en kleuters) waarbij meer medische problemen en oudergerelateerde 
problemen worden vermeld.
Het onderzoek naar de relatie tussen type pleegzorgplaatsing en status van de plaatsing 
toont aan dat kinderen en adolescenten voor w ie pleegzorg niet de eerste plaatsingskeus 
was, significant vaker niet in een pleeggezin worden geplaatst dan kinderen en adolescenten 
waarbij pleegzorg wel de eerste keus was. Er is geen significant verband gevonden tussen 
type pleegzorgplaatsing en succes van de plaatsing. Ieder type plaatsing heeft min o f  meer 
dezelfde slaag en faalkans en dit ongeacht de duur van de plaatsing. Wat het verband tussen 
type verwijzingsfactor en slaagkans van de plaatsing betreft, is gevonden dat emotionele en 
persoonlijkheidsproblemen van de ouder alsook uitspraken over de gezinsstatus vaker 
voorkomen bij succesvolle plaatsingen terwijl uitspraken over bepaalde kindgerelateerde 
feiten meer bij niet-succesvolle plaatsingen voorkomen. Het lijkt erop dat pleegzorg een 
goed alternatief is voor ouders die door emotionele en persoonlijkheidsproblemen 
(stemmingsproblemen, psychiatrische problematiek o f  problemen met het emotionele 
welbevinden) dan wel problemen die verband houden met de gezinsstatus 
(huisvestingsproblemen, financiële problemen o f  voogdij problemen) niet in de positie 
verkeren om hun kind adequaat op te voeden. Evenwel, met name het voorkomen van een 
hulpverleningsvoorgeschiedenis van het kind is significant gerelateerd aan een niet­
succesvolle plaatsing.
In het vijfde hoofdstuk worden ideeën voor een screeningsinstrument voor pleegzorg  
uitgewerkt. Alvorens deze ideeën te expliciteren zijn eerst bestaande verwijzingsmodellen  
die in de Verenigde Staten werden ontwikkeld geëvalueerd. D eze evaluatie laat zien dat een 
verwijzingsinstrument voor pleegzorg de volgende onderdelen moet bevatten: een lijst met 
hiërarchisch geordende behandelvormen volgens het principe van de minst intensieve 
hulpvorm, een lijst met relevante verwijscriteria, een objectief verwijzingsinstrument en 
duidelijke beslisregels. In aansluiting hierop wordt eerst een hiërarchisch geordend 
beslismodel gepresenteerd volgens het principe van de minst intensieve hulpvorm is 
geconstrueerd. D e geloofwaardigheid van het model wordt toegelicht door zijn 
besluitstructuur te relateren aan de officieel erkende besluitlijnen van de Nederlandse 
Jeugdzorg (Nota, Van der Schaft en Van Yperen, 1999). Vooraleer een verwijzings- 
instrument dat gebaseerd is op het model operationeel wordt moeten nog de nodige stappen 
worden gezet. Daarom wordt ter afronding aandacht besteed aan onderwerpen als de 
constructie van assessmentschalen, de selectie van verwijzingscriteria, het opstellen van 
beslisregels en de validering van het nieuwe verwijzingsinstrument.
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